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PSYCHIATRY TODAY 


KENNETH EF. APPEL, M.D.* 
PHILADELPHIA 


The psychiatrist must always muster a 
certain temerity in his approaches to the 
busy halls and wards of a large general hos- 
pital. His entry is frequently eyed with sus- 
picion. He is viewed as one who has the 
potentialities of peculiar and eccentric be- 
havior. The keen, energetic surgeon becomes 
impatient or amusedly awaits the apparent- 
ly theoretical formulations of the psychia- 
trist. The alert, discerning internist be- 
comes reserved. The atmosphere is frequent- 
ly chilly. 

The psychiatrist is often identified with 
his patients. Is he really safe? Is it all 
right for him to be outside his mysterious 
and cloistered walls? We do not identify the 
surgeon’s assurance and impatience with his 
patient’s gastric ulcer. The gynecologist is 
not thought to be effeminate because he 
treats women, nor the dermatologist angio- 
neurotic or wayward because of the charac- 
ter of his practice. The medical man is not 
thought to be apoplectic or splenic because 
of his patients’ disposition. And certainly, 
the atmosphere of affluence and euphoria 
which radiates from the obstetrician is not 
to be identified with that pride of possession 
which only pregnancy bestows. Why, then, 
should the psychiatrist be regarded as dan- 
gerous and peculiar? 


Psychiatry and Medicine 


Psychiatry is a step-child of medicine. It 
has been tolerated in the household of medi- 
cine because at times there is necessary un- 
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pleasant work for it to do when unruly pa- 
tients have disturbing and bizarre impulses. 
Psychiatry, as step-child, speaks of things 
often not mentioned in the hallowed halls of 
medicine. It makes observations that are 
new and strange. Its point of view is differ- 
ent. Its suggestions are often time-consum- 
ing and inconvenient, and lack that drama- 
tic quality so characteristic of surgical and 
medical pronouncements. Psychiatry as a 
step-child has shown in its annoyances and 
excesses the defensiveness of isolation. How- 
ever, in this connection we may recal] that 
Pasteur was a step-child of medicine. His 
work at the start was derided and he him- 
self was scorned. Human nature is conserv- 
ative. It hesitates before the new, is suspic- 
ious of it, and makes it prove its usefulness. 
This process is wholesome because it chal- 
lenges workers in the frontiers to establish 
the validity of their observations and the 
truth of their conclusions. 

One of the distinctive contributions of 
Philadelphia psychiatry has been the bring- 
ing of psychiatry and the principles of men- 
tal health out of the cloistered walls of men- 
tal institutions into the heart of the medical 
community. It has brought a rapprochement 
of medicine and psychiatry. It has empha- 
sized the principle that man is not some- 
times medical and at other times psychologi- 
cal, but is an individual first and foremost, 
with the most amazing intertwining of psy- 
chological and medical] relations and recipro- 
cities heretofore not dreamed of. Seventy- 
five per cent of our practice is extramural 
—that is, with patients not in mental hos- 
pitals. Patients with ulcer or gastro-intes- 
tinal symptoms, circulatory disorders, endo- 
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erine dysfunctions, genito-urinary disabili- 
ties, allergic and dermatological) manifesta- 
tions, and arthritis are coming more and 
more to our offices and clinics. Problems 
of protracted convalescence following surgi- 
cal and medical treatment are increasingly 
calling for psychiatric therapy. And even 
mechanical disabilities such as those pro- 
duced by accidents are appearing to have 
distinctive psychological aspects. 


Psychiatry in World War I 


World War I forced an efflorescence upon 
psychiatry. There were thousands of pa- 
tients with weakness, paralysis, persistent 
tachycardia, continued breathlessness, gas- 
tric and precordial pain or headache—pa- 
tients presenting extreme disabilities in 
whom no organic structural pathology could 
be found. In addition there were the strik- 
ing alterations of consciousness: amnesias, 
comas, deliriums, and the typical kinds of 
insanity. Many of these conditions were 
thought at first to be due to injury of the 
central nervous system, with resulting 
hemorrhages in the brain and spinal cord. 
As time went on, it became apparent that 
these patients did not behave like patients 
with physical injury to the nervous system. 
Autopsies failed to reveal cerebral pathol- 
ogy. This situation forced doctors to search 
for pathogenic factors other than the usual 
medical, physical, organic ones. It took in- 
vestigators into the realm of psychology and 
to a consideration of factors that had not 
been thought to be important and signifi- 
cant. Personality forces and psychological 
factors were found to be at work in a great 
percentage of these conditions. The need for 
understanding and the necessity of therapy 
literally forced physicians to consider psy- 
chological concepts. 

Historically, they turned to the almost 
forgotten pioneer work of Charcot and Bern- 
heim, and, with trepidation, to Freud. And 
why not? Why shouldn’t the delivery of 
energy—the performance of the patient, 
whether on the physiological or psychologi- 
~cal level—be the outcome, the composite re- 
sultant of all the forces within the individ- 
ual, and of their organization? Not just 
heredity, chemistry, and physiology deter- 
mine the output. Neither do mere intelli- 
gence, intellect and will. The great emotional 
forces of love, fear, anger, destructiveness— 
their strength and organization—have to be 
considered. Also the great social drives— 
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conscience, duty, standards, social expecta- 
tions, morality and religion—determine the 
strength and manner of output of our 
energies or behavior. Patriotism, duty, loyal- 
ty have to be considered. Standards, evalu- 
ations, conscience modify not only our social 
behavior, as had been well recognized, but 
also the behavior or tonus of our physiolog- 
ical systems, as had not been recognized. The 
physiological status of patients with marked 
psychasthenia or melancholia attests the 
validity of this statement. All these factors 
or forces enter into the organization of out- 
put or behavior which we call the individual: 
heredity, chemical and physiological status, 
instinct, moral attitudes or social habits, and 
intellect. The most startling and dramatic 
disruptions of functions were found in the 
patients of World War I who had normal 
reflexes, physiology and organs. The intel- 
lect was found in the majority to be ade- 
quate. 

The focal areas of disturbance were found 
to be in: (1) the emotional-instinctive or- 
ganization of the individual, (2) the social- 
moral forces, or (3) the relationship of 
these two factors. 

A great fact was discovered: The condi- 
tion of the individual was not dependent 
merely on the possession of normal organs 
and normal physiology, but also on the or- 
ganization of instinctive and social forces 
within the individual. We speak of the 
athlete as being conditioned. In World War 
I soldiers with superb bodies and trained 
minds, men decorated for bravery, collapsed. 
The etiological area of dysfunction in these 
cases of so-called shell shock was found to 
be in the instincts and emotions of fear, love 
and hate, and in the social training of the 
individual. Training in the manual of arms 
and military drill is not enough. Fortunate- 
ly, the psychological aspects of warfare are 
being recognized and dealt with in the pres- 
ent conflict. 

The intellect or reason in the patient with 
shell shock could not tell where the trouble 
was. It was beyond the reach of awareness. 
Reason and will power were impotent before 
these disabilities. World War I showed us 
that overwhelming disabilities may be 
caused by factors of which the patient is 
unaware, which are often not thought im- 
portant or are overlooked, and which can 
be reached often only by special methods of 
investigation and therapy. 
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There is a great difference between medi- 
cine and psychiatry. In medicine the search 
for etiology is separate and distinct from 
the therapeutic process. In psychiatry the 
search for etiological factors is bound up 
with therapy and is one of the most potent 
tools of therapy. The psychiatric patient is 
often ill because he does not know or is un- 
aware (unconscious) of significant factors 
or correlations which are etiological in his 
condition. When he becomes aware of these 
factors, the illness often dissipates or ameli- 
orates. Psychiatric therapy, therefore, in- 
volves (1) a cooperative search for the rele- 
vant forces and factors of the illness; (2) 
elimination, ejection, or modification of focal 
factors; and (3) encouragement and reas- 
surance in the first two processes, and in 
the often slow and gradual reorganization 
and reconstruction of life and _ behavior, 
which require time and practice. 

Let me give you several examples from 
World War I. 

“A patient with a negative headshake of 
about 30 degrees told me, under hypnosis, 
that the complaint originated when he was 
in a hospital at Dunkirk which was being 
bombed by German aeroplanes. In order to 
reassure himself, he kept repeating to him- 
self, ‘They will not bomb the hospital. No! 
no! no!’ He shook his head and continued 
to shake it for several months afterwards, 
in a manner most distressing not only to 
himself but to those around him. But though 
the cause of his headshake was easily and 
rapidly diagnosed by hypno-analysis, the 
headshake continued with only slight im- 
provement until two days afterwards, when 
I brought back to waking consciousness the 
cause of his complaint, after which the head- 
shaking subsided so rapidly that in a few 
hours it had quite ceased.’’™) 

A patient had “a curious choreic move- 
ment of the hand. On being questioned, 
under hypnosis, as to when he first had this 
movement, he replied: ‘Officer; hand blown 
off; I had to bandage it up.’ He was told to 
remember this on waking, and the tic never 
reappeared.’’) 

A case cited by Rivers” shows how the 
customary method of urging the patient to 
forget his symptoms, use his will power to 
banish or repress them, or force himself to 
1. Miller, H. C.: Functional Nerve Disease, London, Oxford 

University Press, 1920, p. 73. 


2. Southard, E. E.: Shell-Shock and Other Neuropsychiatric 
Problems, Boston, W. M. Leonard, 1919, p. 712. 








PSYCHIATRY TODAY— APPEL 267 


think of something else was of no avail and, 
in fact, abetted their persistence. Psycho- 
logically, therapy which tends to dissociate 
hinders progress. What is needed is for the 
patient to recognize, acknowledge and assim- 
ilate his terrorizing experiences. 

“A young English officer was wounded 
just as he was extricating himself from 
burial in a mass of earth. He became nerv- 
ous and sleepless and lost his appetite. After 
the wound had healed, he was sent home 
on leave, which had to be extended as he got 
worse. An out-patient in London for a time, 
he was finally sent to a convalescent home, 
still troubled with insomnia, battle dreams 
and concern about his recovery. He made 
light of his condition and was on the point 
of being returned to duty by the medical 
board, when his sleeplessness led to his be- 
ing sent to Craighlochart War Hospital. 

“He could not sleep without a light in his 
room, else every sound attracted his atten- 
tion. He tried all day long to banish all un- 
pleasant and disturbing thoughts, but at 
night it took him a long time to get to sleep 
and then came vivid dreams of warfare. He 
did not, himself, feel that he could ever for- 
get the war scenes. 

“Rivers, in general believing that the at- 
tempt to banish such experiences absolutely 
from the mind is poor psychotherapy, nar- 
rated his views to the patient. Rivers ad- 
vised him no longer to try to banish the 
memories, but to try to transform them into 
tolerable, if not pleasant companions. The 
war experiences and anxieties were talked 
over. That night the man had the best night 
he had had for five months and during the 
following week the sleeplessness was no 
longer so painful and distressing. If un- 
pleasant thoughts came, they had to do 
rather with home life than the war. General 
health improved; insomnia diminished. He 
was at last able to return to duty.” 

Brown describes his method of treatment 
in World War I as follows: 

“A patient was blown up and buried by a 
shell explosion and lost consciousness. On 
regaining consciousness some hours later he 
found that he was quite dumb, and also had 
lost all recollection of the shall explosion 
and of the events immediately following 
thereon. In other words, he is functionally 
mute and has retrograde amnesia. His mem- 
ory for other recent experiences is also 


3. Brown, W.: Psychology and Psychotherapy, ed. 4, Balti- 
more, Williams and Wilkins, 1940, p. 92. 
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vague, but he is in full command of gesture- 
language, and can write down on paper all 
that he wishes to say. 

“T interview him alone in my office and 
tell him in a tone of conviction that I shall 
restore his speech to him within a few 
minutes if he will do exactly what I say. I 
then tell him to lie down on a couch, close 
his eyes and think of sleep. I urge him to 
give himself up to sleep, to let sleep come 
to him, as it assuredly will. I tell him that 
he is becoming drowsy, his limbs are getting 
heavy with sleep, all his muscles are re- 
laxed, he is breathing more and more slowly, 
more and more deeply. Above all, that his 
eyelids are getting heavy, as heavy as lead, 
that he feels disinclined to open them, that 
he cannot open them however hard he tries. 
At this stage, which generally supervenes 
within two or three minutes, he really can- 
not open his eyes. This is a stage of very 
light hypnosis, quite sufficient for my pur- 
poses. 

“T now tell him that the moment I put my 
hand on his forehead he will seem to be back 
again in the trenches, in the firing line, in 
the fighting, as the case may be, and will 
live again through the experiences that he 
had when the shock occurred. This I say in 
a tone of absolute conviction, as if there is 
not the slightest shadow of possibility of my 
words not coming true. I then place my 
hand on his forehead. He immediately be- 
gins to twist and turn on the couch and 
shouts out in a terror-stricken voice. He 
talks as he talked at the time when he re- 
ceived the shock. He really does live again 
through the experiences of that awful time. 
Sometimes he speaks as if in a dialogue, 
punctuated with intervals of silence cor- 
responding to the remarks of his interlocu- 
tor, like a person speaking at the telephone. 
At other times he indulges in imprecations 
and soliloquy. In some cases he is able to 
reply to my questions and give an account 
of his experiences. In others he cannot do 
so, but continues to writhe and talk as if 
he were still in the throes of the actual ex- 
perience. In every case he speaks and acts 
as if he were again under the influence of 
the terrifying emotion. It is as if this emo- 
tion had been originally repressed, and the 
power of speech with it, and is now being 
worked off and worked out. 

“In my method then, which clearly, from 
the foregoing case descriptions, is the meth- 
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od of abreaction, the patient goes through 
his original terrifying experiences again, his 
memories recurring with hallucinatory 
vividness. It is this which brings about the 
return of his powers of speech, and not 
direct suggestion, as in ordinary methods of 
hypnotism...I always suggest at the end 
of the hypnotic sleep that he will remember 
clearly all that has happened to him in this 
sleep.” 

In the cases cited, the experiences (the 
conditioning) with their accompanying emo- 
tions were so violent that they almost com- 
pletely disorganized the integrating func- 
tions of the individual. The experiences 
were so horrible that the conscious mind 
could not face them again. Automatically, 
the defensive forces of the mind thrust the 
experiences into the deeper realms of con- 
sciousness, where they were no longer a 
recognized threat to the integrity of the in- 
dividual. Such malignant foci were inacces- 
sible to ordinary methods of reasoning and 
exhortation. Indirectly, however, they were 
released little by little and manifested in 
the form of disabling symptoms, minimal 
outbursts of energy, and disrupted func- 
tions. 

These violent, repressed energies were 
released during therapy by special methods 
—for example, in altered forms of conscious- 
ness produced by modified hypnosis. In this 
state, when the fully conscious mind was in 
partial abeyance, and the modified (hyp- 
noidal) consciousness was protected by the 
support, sympathy, understanding, author- 
ity and control of the physician, these ma- 
lignant emotional foci could be remembered 
with security, be released and discharged. 
In a high percentage of cases, recovery en- 
sued. 


Psychiatry in World War II 


In World War II a similar method has 
been developed. Instead of the dissociated 
or partially blunted state of consciousness 
produced by hypnosis, a similar state of par- 
tial sleep, with lessened intellectual aware- 
ness and control, is produced by chemical 
means, chiefly by the intravenous use of the 
drug pentobarbital. Let us cite some cases 
which have already been reported. 

An aviator, after many long bombing 
trips, suffered a mild injury to his arm. He 
became tired and apathetic. Anxiety and in- 
somnia developed. Loss of interest and de- 
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pression appeared—all in contrast to his 
previous normal, alert, enthusiastic person- 
ality. He made no progress with the usual 
routine methods of therapy. Finally partial 
narcosis was induced by the use of an in- 
travenous hypnotic. In this state he talked 
vehemently of his resentment against mem- 
bers of his group who had been decorated. 
Neither he nor his leader had been deco- 
rated. He felt that this was very unfair. The 
next day he remembered none of his conver- 
sation. 

This procedure shows clearly the psycho- 
logical mechanisms of amnesia, repression 
and dissociation. His anger and resentments 
were thrust and held out of ordinary con- 
sciousness by the moral forces (super-ego) 
of loyalty and patriotism. His anti-social 
impulses (great resentment) could not break 
through his strong social feelings of sports- 
manship, devotion to country, and herd 
loyalty. His strong anti-social feelings mani- 
fested themselves indirectly in his symptoms 
of loss of interest, anxiety, apathy and in- 
somnia. When the drug dulled his highly 
controlled consciousness, the pathogenic 
emotions were released. By repeated use of 
this procedure he was relieved of these ma- 
lignant tensions and recovery ensued. 

A soldier who had been subjected to dive- 
bombing and heavy mortar fire was found 
wandering around, speechless and tremb- 
ling. He would jerk and tremble if even so 
much as a finger were placed on him. He 
was put to bed, fed heartily and given seda- 
tives. After two weeks his speech had re- 
turned but he shouted “dive-bombers” and 
laughed and yelled and often hid under the 
bed. He played the same song over and over 
on the accordion, and was so affected by it 
that tears ran down his face. He was given 
pentothal sodium, and in the narcosis he 
talked about his battle memories. It was 
discovered, by this means, that he had been 
worrying about his wife when he went into 
battle and that it was her favorite song 
which he had been playing. He made a re- 
covery in four weeks, and was well enough 
to do good work after that, although he was 
not sent back to the front. 

By the use of narcotic drugs, these men 
were purged of their malignant emotional 
foci, and normal function returned. 

It is clear that the methods of World War 
I had the same purpose and function as 
those employed in World War II: to reach 
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the buried, volcanic, malignant emotional 
foci. Both procedures enable the patient (1) 
to recognize psychologically dynamic forces 
submerged so deeply that he is unaware of 
them; (2) to recover forgotten memories; 
(3) to relate and relive the original experi- 
ences with their intense original emotional 
accompaniments. Thus, graded and more or 
less controlled release of these excessive 
emotions is facilitated and normal function 
is recovered, in much the same manner as 
healing is brought about when a surgeon re- 
leases pus by his surgical procedures. 

The barbiturates, especially sodium amy- 
tal, are used extensively not only in this 
process of therapy, but also in providing the 
blessed release and isolation of sleep for 
hours or days at a time. These men have 
lived through insupportable experiences of 
horror, and need the complete relaxation of 
sleep which will in many cases enable body 
and mind to become reintegrated. 


Psychiatry in General Practice 


What has this method of therapy to do 
with medical practice as you see it in your 
general hospital? You are familiar with 
intractable and discouraging cases with nor- 
mal physical and laboratory findings, con- 
valescents who do not convalesce, recur- 
rences and relapses which are apparently in- 
explicable. There are cases which do not 
yield to the ordinary, approved methods of 
medical practice. You may have patients 
with persistent headaches, convulsive seiz- 
ures or fainting, precordial pain or persist- 
ent, disabling tachycardia, gastro-intestinal 
pain and indigestion, frequency or unyield- 
ing enuresis. You may have patients with 
disorders of sexual function—frigidity or 
premature function—, patients who com- 
plain of weakness and exhaustion, restless- 
ness or excitation, or that bugbear—pains in 
the back muscles or joints, which completely 
disable and yield to none of the tried meas- 
ures of drug therapy, physiotherapy, sug- 
gestion or explanation. Our hospitals and 
homes are filled with thousands of such 
medical failures, using needed hospital beds, 
requiring much useless exploratory proced- 
ure, reducing manpower in the industrial 
world. All of this involves billions of dol- 
lars, economically measured, to say nothing 
of the misery, unhappiness, discouragement 
and frustration which are caused in count- 
less individual homes. 
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Therapy based primarily on reasoning 
and explanation is ineffective, because the 
patient is unaware of the important facts 
or relevant data. This material can best be 
made manifest by letting the patient talk, 
telling his thoughts and expressing his 
emotions in a manner for the most part un- 
directed by the physician. Factors and 
forces that are important gradually come 
to the fore, and the patient will express 
them not only verbally but physically by 
gestures and actions. A correlation is ulti- 
mately established between the disturbed 
functions or complaints and the emotional 
forces at work in the individual. Many pa- 
tients recover with the development of this 
correlation (which may not be understood 
by the patient himself) and release (abre- 
action) of the malignant emotion, and with- 
out the development of insight or under- 
standing which used to be one of the chief 
goals of psychotherapy. In the war neuroses, 
as we have seen, recovery often takes place 
following the release of horrific emotions, 
without the development of insight and cor- 
relations. When this malignant, suppressed 
emotion is worked out, normal function of 
the individual is very often restored. This 
therapeutic result comes gradually, almost 
unbeknownst to the patient and without his 
realization of it. The return of normal func- 
tion or cure thus requires no argument, per- 
suasion, exhortation or explanation. Such 
therapy is indirect and we speak of it as 
being non-intellectual, since its primary tool 
is not argument, reasoning or explanation, 
but affording the opportunity for the release 
of malignant emotion. 

A woman of 35 was so disabled with head- 
aches, pains in the back and asthenia that 
she spent most of a year and a half in bed. 
Physical and laboratory studies were nega- 
tive. The usual medical and orthopedic pro- 
cedures were of no avail. The patient was 
seen in psychiatric interviews of thirty min- 
utes each several times a week. The physi- 
cian was, in the main, passive in the thera- 
peutic conferences. The patient was en- 
couraged to talk of anything that came to 
mind and to express herself freely. Stimu- 
lating questions were asked, to bring rele- 
vant considerations to her consciousness. 
Guidance, reassurance and suggestion were 
given as sparingly as possible. Gradually, 
over the course of months, emotions of anger 
and resentment came to the fore and as- 
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sumed unusual proportions. They were ex- 
pressed violently in words, gestures and 
dramatizations. There were acts of minor 
destructiveness. It became clear that the 
emotions of resentment and hate, repressed 
over the course of years, had permeated into 
her bodily system and caused her symptoms 
of headache, muscle pains and weakness. 
With the release of these emotions by verbal- 
ization, gestures and dramatic expression, 
the weakness and pain disappeared and the 
normal functions of the patient were re- 
stored. 

Experimental neuroses (functional dis- 
turbances) can be produced in animals. The 
animal is trained (or conditioned) in a habit 
or way of solving a problem—for example, 
a method of getting food. The setting is 
changed so that this method will not obtain 
food for him. In the presence of this frus- 
tration profound disturbances of function— 
both psychological and physiological—ensue. 
Restlessness, exhaustion, convulsions, and 
morbid autonomic disturbances are reported 
—disturbances that are common in the neu- 
roses of human beings. 

Another case in elaboration of this mech- 
anism follows: A university professor of 
45, after having gastric symptoms for sev- 
eral years, developed a bleeding ulcer. It 
proved recalcitrant to the methods of medi- 
cal therapy. A number of nervous symp- 
toms supervened. The patient could not at- 
tend committee meetings; it was impossible 
for him to make a speech; he was afraid to 
ride on trains or elevators, and feared be- 
ing alone. He was afraid that in these situ- 
ations he might lose control of himself, go 
berserk, or faint. 

Briefly, what was the mechanism of this 
man’s dysfunctions, both physiological and 
psychological? He had been brought up with 
unusually high standards of success. His 
father was a stern, indefatigable driver of 
his son. Work and unusual success were the 
supreme goals of life. The child had to reach 
perfection. If he was second in an examina- 
tion, he was criticized and humiliated. He 
became a perfectionist, setting an impos- 
sible, self-defeating goal. All through school 
his marks. were top notch, but his father 
apparently rarely expressed satisfaction. 
This naturally created a state of emotional 
insecurity in the son, with accompanying 
physiological instability. 

The son did unusually well in his profes- 
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sion. When the war came and scholastic 
standards started to drop, however, he be- 
came ill with the recalcitrant bleeding ulcer. 
His mind was so filled with fear that he had 
to obtain a leave of absence. He could dis- 
cuss nothing but his symptoms and could 
make no rational approach to his funda- 
mental difficulties. It finally became clear, 
as a result of the methods described in the 
previous case, that hate and resentment 
were the fundamental emotions involved— 
although the patient at first thought that 
fear was his greatest problem. Resentment 
at the head of his institution for allowing 
scholastic standards to drop, anger at his 
father for giving him such rigid and impos- 
sible standards, and finally bitterness at his 
own code of life (over-developed ambition 
and perfectionism) came to be expressed 
and recognized. His standards, his methods 
of attaining satisfaction were ineffective and 
inappropriate in the world of adult human 
beings. They could only bring frustration 
and failure in the world of everyday human 
problems. So his hatred of his code (as also 
of the head of his university and of his 
father) mounted imperceptibly, without his 
recognizing it. It was repressed from his 
conscious awareness. It became so intense in 
the submerged depths of his being that it 
disturbed his gastro-intestinal function and 
interfered with the healing of the peptic 
ulcer. 

Fear appeared as a protection against the 
release of his intense anger and hatred. He 
was an unusually controlled person and had 
been trained (with fear) by his father to 
express little feeling, much less any anti- 
social, rebellious feelings of anger. When 
the feelings of resentment and antagonism 
were allowed to well up and emerge over a 
six months’ period of weekly psychiatric 
interviews, the fears dissipated, the bleed- 
ing gradually ceased, and the ulcer healed. 


The Effect of Emotions on Bodily Function 


The effect of emotions on bodily function 
is greater than most people have recognized. 
Cannon™, in 1915, focused attention on 
these relationships. His work is receiving 
clinical confirmation in the observations of 
psychosomatic medicine today. It has been 
shown experimentally, for example, that 
body temperature can be altered as much as 


4, Cannon, Walter B.: Bodily Changes in Pain, Hunger, Fear 
and Rage, New York, D. Appleton and Company, 1915. 
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1.5 to 2.5 F. by making a patient think or 
talk of subjects that are filled with great 
emotion. Observations of the gastric mucosa 
show to the naked eye marked changes in 
coloration, due to the influence of different 
emotions, 

Thus, in the field of emotions medicine 
and psychiatry have a common meeting 
ground. Emotions have both physiological 
and psychological aspects. In thinking of an 
individual, especially one who is sick and 
naturally in a state of apprehension or fear, 
we cannot neglect one side of him—namely, 
the emotional side—and feel that we are giv- 
ing him adequate consideration and treat- 
ment. We must think of the individual as 
consisting not only of cells and systems, but 
of emotional and conditioning factors of his 
experience as well. The latter factors influ- 
ence the energy organization and manner 
of output—that is, the behavior—of the in- 
dividual. Parental training and life experi- 
ences, aS well as the medical history and 
medical findings, must be considered in diag- 
nosis and treatment, especially in the baffl- 
ing cases on the borderlands of psychiatry 
and medicine. 


Psychiatry and Morale 


In closing, may I say a few words about 
morale. This is of the utmost importance in 
our world today. In the United States now 
10,000 to 25,000 men per month are being 
discharged from the armed services for neu- 
ropsychiatric reasons. We see in the coun- 
try at large dissension and bitterness, the 
pursuit of private gain, and the striving for 
individual and class power going so far as 
to block the provision of war materials for 
the preservation and survival of our friends 
and relatives. It is therefore formidably 
evident that we need to cultivate and in- 
crease morale in our nation. Morale makes 
for cohesiveness and for integrated and ef- 
fective function, whether in the individual 
or in society. In a little book, PSYCHOLOGY 
FOR THE FIGHTING MAN", morale is defined 
as “the capacity to stay on the job, especial- 
ly a long, hard job, with determination and 
zest.” It is a conviction of destiny. It is a 
sort of absolute devotion to an idea, a per- 
son, a cause, one’s country. It begets energy. 


5. (a) Mittelmann, B. and Wolff, H. G.: Affective States 
and Skin Temperature: Experimental Study of Sub 
jects With “Cold Hands” and Raynaud's Syndrome, 
Psychosom. Med. 1:271-292 (April) 1939. 

(b) Wolf, Stewart and Wolff, Harold G.: Human Gastric 
Function, New York, Oxford University Press, 1943. 
6. Psychology for the Fighting Man, Washington, The In- 


fantry Journal; N. Y. Penguin Books, 1943, p. 289. 
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It is delivering all we have of our physical, 
mental and emotional resources. 

Morale is not just a matter of intellect 
and reason. It is an integration of: (1) the 
intellect, the reason, and the skills we have 
acquired; (2) the emotional energies of 
fear, hate, anger and destructiveness; (3) 
the social or herd forces within us—love and 
devotion to duty, loyalty, patriotism. 

Skills must be acquired. They must be- 
come habits so that they can be automatic- 
ally released with mere perception of the 
appropriate situation, without much reflec- 
tion. The energy of fear can be drawn on 
to make us alert, aware, quick to respond. 
The energy of anger and hate must be called 
upon to activate destructiveness against the 
things society, our country, our leaders tell 
us must be destroyed. Destructiveness, hate, 
anger, must receive in the individual the 
sanction and guidance of the herd. War 
neuroses (as also peacetime neuroses) can 
develop when there is difficulty in the adjust- 
ment or integration of the emotions of fear 
and anger with the social or herd standards 
within the individual. 

Men do not break down because of defect- 


ive training in military skills, nor because 


of defective or weak intellects. Those who 
break—and there is a staggering number 
who do—have not had weak characters. 
Many who break have rendered signal serv- 
ice to their country and have received deco- 
rations for bravery. Hereditary and person- 
al predisposition to nervous instability is 
probably not as important as has generally 
been supposed. Bowman, in the last war, 
found that these factors were only about 10 
per cent more frequent in the soldiers who 
broke than in the average soldier. 

A factor of the utmost importance is the 
individual’s concept of the nature and func- 
tion of fear. The common ideas about fear 
which are prevalent in the minds of soldiers 
and civilians are so wrong and so likely to 
lead to breakdowns that a few words must 
be said about them. Fear is not synonymous 
with cowardice, as is so often thought. Cour- 
age is doing something in spite of fear—not 
the absence of fear. Fear has a biological 
function. Without it, men and animals would 
perish. It is important for soldiers as well 
as for their friends and relatives to recog- 
nize the normalcy of fear—even in the sol- 
dier. He who recognizes it, acknowledges it, 
and trains himself to act in spite of it is 


MEDICAL JOURNAL 


July, 1944 


much less liable to neurosis than the man 
who denies it, feels ashamed of it, rejects 
it, and says it can be no part of him. In the 
latter individual the fear becomes repressed, 
separated or dissociated from the conscious, 
directing part of the personality, to work 
havoc with mind and body. Recognition, ac- 
knowledgment, realization of the normalcy 
of fear and of the facts that one can act ap- 
propriately in spite of it, and that action is 
the proper antidote for it, is the attitude 
which we must train ourselves, our children, 
and our soldiers to develop. 

Morale is absolutely essential. Our soldiers 
and citizens must be helped by all possible 
means to the conviction of destiny, to the 
certainty that our country and its leaders 
are right in this great undertaking, and that 
we will not fail. They must know and feel 
that there is such a thing as righteous in- 
dignation, and that some things, forces and 
people must be rightfully destroyed and an- 
nihilated. The development of this attitude 
is important because it appears that our 
training in democracy, in freedom, in indi- 
vidualism (which issues in such character- 
istic phrases as “oh yeah,”’. “sez you,” “aw, 
baloney”), our emphasis on tolerance and 
on the right of opposition and difference, 
and our cultivation of the ways of peace and 
happiness have made us more predisposed to 
the development of war neuroses than are 
the peoples who have had their training in 
the totalitarian countries. They have become 
unthinking and unfeeling automatons. The 
price we pay is perhaps higher, but our 
goals and results are better in the long run. 

In view of this situation we must give the 
men in our armed forces all the support we 
can. We must give them moral support and 
moral propaganda, so that they may develop 
convictions which will leave no doubt or 
hesitation in their natures. Discussions that 
cast doubt on the rightness of our cause, dis- 
cussions that are filled with philosophical 
and theoretical questions tend to create 
doubts, inhibitions and conflicts which con- 
stitute a basis for the development of war 
neuroses. Therefore we must give all the 
psychological and emotional support pos- 
sible. Soldiers must be energized with the 
justness of their cause—of the goals for 
which they fight. Socially, that means that 
the less dissension and bitterness we have 
in our public life, the fewer breakdowns 
there are in our economical and industrial 
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life, the better for the morale of our soldiers. 
It is certainly true that if we do not hang 
together, we will hang separately. 

We must all have our thoughts also on 
the future world that should replace this 
chaotic one, and work for freedom of speech, 
of the press, of worship, of assembly, for 
tolerance, for consideration of minorities. 
for reasonable individual enterprise, and 
for freedom from want and fear. Let us 
affirm and be determined that these free- 
doms shall be realities for the men when 
they return—not just pious wishes and 
words on paper. This means that we must 
work to build an integrated society, where 
labor, capital, management, executives and 
technologists (who are so often slighted and 
unrewarded and yet without whom we could 
have none of our great industrial develop- 
ment) can work together for our common 
good. Difficulty in one set of forces in the 
individual leads to mental and _ physical 
breakdown or disaster, as we have seen. 
Lack of coordination and cooperation be- 
tween the various forces and classes of so- 
ciety spells breakdown and disaster for so- 
ciety. It is the obligation of all of us to think 
and work toward unity and cooperation, to 
encourage and facilitate these processes 
wherever opportunity lies and however 
humble the occasion. 





TREATMENT OF KIDNEY DISEASE 
AND HYPERTENSIVE VASCULAR 
DISEASE WITH RICE DIET, II 


WALTER KEMPNER, M.D. 
DURHAM 


It is a greater pleasure to talk for fifteen 
minutes about the treatment of kidney dis- 
ease and hypertensive vascular disease with 
the rice diet than to eat this diet three times 
daily for fifteen days or for fifteen week: or 
for fifteen months. Let me start with a num- 
ber of unpleasant facts: (1) This is a mon- 
otonous diet and it does not taste good. It 
can never become popular. It is a disagree- 
able medicine. (2) One has to eat it for quite 
a while before its full effect becomes appar- 
ent. (3) The patients should be in the hos- 
pital until they are “regulated” on the diet, 
and constant checks on their blood and urine 


Read before the Section on the Practice of Medicine, Medi- 
cal Society of the State of North Carolina, Pinehurst, May 8. 
1944, 

From the Department of Medicine, Duke University School 
of Medicine, Durham, N. C. 
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chemistry should be made. (4) The diet 
becomes worthless if it is modified by so- 
called “small” or “minimal” additions ac- 
cording to the patient’s own taste. 

The basic diet consists of rice, sugar, 
fruit, fruit juices, vitamins, and iron. No 
other “routine” medication, such as digitalis 
or sedatives, is given. The rice diet can be 
modified for some patients after a time by 
the addition of non-leguminous vegetables, 
small amounts of lean beef, chicken, or liver, 
or a few eggs. Just so much may be included 
in the diet as the patient can stand without 
reacting by an increase in blood pressure, 
nonprotein nitrogen, or albuminuria. _ 

There is only one excuse for such a ther- 
apy: It helps. And if there is a choice be- 
tween an unpleasant diet on the one side and 
cardiac failure, uremia, encephalopathy or 
blindness on the other side, I think the diet 
is the lesser evil. 

I will not discuss today the rationale of this 
treatment. Neither will I discuss the ques- 
tion as to whether we may be able in the 
future to substitute for the rice diet similar 
diets or diet combinations which taste bet- 
ter and have the same therapeutic effect. 


Results™ 


Up until April 1, we have given the rice 
diet to 150 patients, many of whom were 
critically ill. The periods of treatment varied 
from four days to thirty months. In no in- 
stance has the diet been harmful. It has 
been ineffective in 41 of the 150 patients (27 
per cent), if we judge according to rigid 
standards and include 18 patients who were 
in a critical condition when started on the 
diet and who died after an average time of 
twenty-two days. In 109 of the 150 patients 
(73 per cent), the rice diet has proved to 
be beneficial. 

I will show you some of the results. 

(Sixty lantern slides of blood pressure 
and nonprotein nitrogen charts, photographs 
of x-rays of hearts, electrocardiograms, and 
eyegrounds were shown, illustrating the re- 
sponse of patients with acute and chronic 
kidney disease and hypertensive cardiovas- 
cular disease to the rice diet.) 

In a great number of patients, blood pres- 
sure and nonprotein nitrogen decreased 
1. Two cases were reported in detail in a previous 

issue of this Journal (Kempner, Walter: Treat- 

ment of Kidney Disease and Hypertensive Vascu- 

lar Disease With Rice Diet, North Carolina M. 

J. 5:125-133 (April) 1944). 





274 NORTH CAROLINA MEDICAL JOURNAL 


markedly ; the enlarged heart became normal 
in size; the left axis deviation and T-1 inver- 
sion in the electrocardiograms decreased; 
advanced vascular retinopathy improved so 
much that severe retinal hemorrhages, exu- 
dates, and papilledema healed completely 
and patients who had been blind regained 


their eyesight and were able to read fine 
print. 
Abstract of Discussion 


Dr. Frederic M. Hanes (Durham): Mr. Chairman, 
Ladies and Gentlemen: You have just listened to a 
paper by Dr. Kempner which presents the results of 
more than four years of intensive study of decom- 
pensated kidneys. So much that is inaccurate has 
been published upon the subject of hypertension that 
it requires some bravery to discuss the matter 
again. I can only say that Dr. Kempner’s work, in 
my opinion, throws the only hopeful light that I 
have seen upon the therapy of certain types of hy- 
pertension. 

Certain things should be made very plain. The 
study just reported is a meticulous, scientific study 
of the metabolism in the presence of kidneys which 
are so injured that they are no longer able to excrete 
properly the katabolic products of animal proteins. 
For such patients Dr. Kempner has_ substituted 
vegetable protein, derived largely from rice and 
fruits. There is probably no special virtue in rice, 
but to keep the prolonged experiment pure, Dr. 
Kempner has wisely adhered to his special diet with 
great rigidity. Once he has established the prin- 
ciple involved, it may be possible to alter the diet so 
as to make it more agreeable to the patient. How- 
ever, in using his diet one must adhere to the strict 
limitations he has postulated. 





CHANGING PHASES IN TREATMENT 
OF TUBERCULOSIS 


PAUL H. RINGER, M.D., F.A.C.P. 
ASHEVILLE 


Strange it is—or is it?—that there should 
have been so many phases in the treatment 
of pulmonary tuberculosis when the disease 
itself has changed not a whit since the time 
of Hippocrates. He wrote: “From the spit- 
ting of blood there comes a spitting of pus.” 
This is as true to-day as it was in 400 B.C. 

The explanation for the diversified meth- 
ods used in the therapy of tuberculosis prob- 
ably lies in the facts that no real specific 
has ever been discovered and that up to 1882 
the true cause of the disease was unknown. 
Hence, hit-or-miss, catch-as-catch-can meth- 
ods were employed. We all know how the 
great Laennec was kept in a darkened room 
from which every vestige of fresh air was 
cautiously excluded; at least he was given 
bed-rest ! 


Read before the Regional Meeting, American College of 
Physicians, Winston-Salem, Oct. 29, 1948. 
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The earliest phases of treatment were 
grotesque and fantastic, and need no men- 
tion. Historically interesting and humanly 
pathetic, they portray a blind groping for 
something—anything—that would palliate 
and alleviate; but too often all they did was 
aggravate! 

In this country in the 1880’s and 90’s the 
slogan, “Go West, young man, and rough 
it’? was the pattern of the advice given the 
tuberculous patient. Many followed it, and 
few returned; but every now and then some 
particularly robust individual, who would 
have gotten well anyhow, did return in florid 
health. The cemetery claimed the majority. 
Anyone reading the AUTOBIOGRAPHY of Dr. 
Trudeau must be struck by his tardiness in 
coming to appreciate the inestimable value 
of rest. This slowness was probably due to 
his inveterate love of hunting. Stricken with 
hemoptyses and fever, he would go to bed 
for a while; the bleeding and fever would 
stop. Then, feeling revivified, he would seize 
his gun, summon his guide and take to the 
Adirondack woods. Then followed more 
hemoptyses, more evidences of renewed dis- 
ease activity. Another period of quiet would 
allay them—then again, on with the hunt! 
This pattern recurred many times before 
the beneficial effects of prolonged rest were 
forced upon the mind of this pioneer in the 
science and art of tuberculo-therapy. 

To be sure, prior to Trudeau’s invasion of 
the Adirondacks, Brehmer at Goerbersdorf 
and later his pupil, Dettweiler, had insti- 
tuted a regimen of rest in a sanatorium. The 
rest was at best but relative, however, 
though a long step in the right direction was 
taken. 

Wild enthusiasm broke out in 1890 when 
Robert Koch announced his discovery of 
tuberculin as a cure. The precious stuff was 
sought on all sides. Because Koch believed 
that tuberculin reactions were desirable, 
they were sought and easily obtained. The 
early administrators cheered the febrile re- 
sponses, with temperatures as high as 104 
or 105 F., and looked for great results. They 
were not forthcoming. Many patients died; 
few improved. The necessity for some other 
method of attack was conceded, although 
faith in the type of ammunition still per- 
sisted. Thus, as a result of a_ prodigious 
amount of painstaking work, there was de- 
vised the homeopathic administration of 
tuberculin, beginning, in some cases, with a 
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dose as smal] as a millionth of a milligram. 
It must be remembered that, with the pros- 
pect of a specific in the treatment of tuber- 
culosis, the element of rest was for the time 
being accorded a subordinate place. 

This marked the emergence of the “Tuber- 
culin Era’, which some of the older men 
here present will remember, and which 
lasted from about 1908 to 1913. During this 
time tuberculin was given right and left, al- 
most to each and every patient, despite 
warnings from those most qualified to speak. 
The pharmaceutical houses early sensed the 
need on the part of the profession for their 
commercial aid and put out various dilutions 
in serial bottles. The physician unversed in 
tuberculin dosage was giving blandly “3 
drops of bottle 4” or “8 drops of bottle 6”, 
having no idea of the amount of tuberculin 
he was injecting, knowing only that one pro- 
ceeded from “bottle 2” to “bottle 3”, and 
so forth. ; 

The result was that a desirable element 
in the therapy of tuberculosis fell inevitably 
into disrepute, and finally into utter dis- 
grace. This was unfortunate. A _ certain 
group of tuberculous cases—bone, joint, and 
especially ocular and genito-urinary tuber- 
culosis—are amenable to tuberculin therapy, 
and the method is still used by a few men, 
cases being carefully selected and dosage 
carefully administered. As far as pulmonary 
tuberculosis is concerned, however, after 
1915 the use of tuberculin was as dead as 
the dodo. At one time, about 1911, when 
asked to write the section on tuberculin for a 
medical encyclopedia, I found that there were 
more than seventy different types of tuber- 
culin on the market in this country and in 
Europe. But sic transit gloria Tuberculinis; 
tuberculin therapy is a closed chapter, al- 
though tuberculin as a diagnostic aid is 
coming into its own. 

The long-expected specific remedy having 
failed, some other treatment for tuberculosis 
had to be devised. It came, and it consisted 
of bed-rest and nothing more save sympto- 
matic remedies. Bed-rest was _ instituted, 
dramatized, glorified! Some physicians went 
so far as to insist that patients be fed and 
not allowed to move at all, requiring them 
to use the bed-pan for months on end and 
prohibiting them from extending their arms 
above their heads or even laterally, lest seri- 
ous damage be done to the underlying lung 
tissue—said tissue, mind you, being well en- 
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cased in the thoracic cage and not at all 
liable to injury from ordinary mild muscular 


movements. In my opinion, the extremists 
who advocated such absolute rest were in er- 
ror, for by so doing they invariably created 
the impression in their patients that they 
were desperately ill, and seriously under- 
mined their morale. After all, to be fed and 
to have to use the bed-pan over a period of 
months is not a stimulus toward virility, 
even though one may feel passing well the 
while. In some quarters of Europe Moel- 
gaard’s “sanocrysin”’, which is gold-sodium- 
thiosulfate, was hailed as a valuable thera- 
peutic agent. It never attained favor in this 
country. I have used it in a few cases and 
was not able to determine that it possessed 
any real value. 

During these days artificial pneumothorax 
was making its first real imprint on the pro- 
fession. Devised in its modern mode of ad- 
ministration by Carlo Forlanini of the Uni- 
versity of Pavia in Italy in 1882, it had had 
but little vogue until a publication of Carl 
Spengler of Switzerland in 1906 gave a sta- 
tistical statement of the results in some 250 
“Lungenkranken’’. Following this publica- 
tion, collapse therapy in this country put 
on its swaddling-clothes. The pioneer in the 
field here was unquestionably Dr. Mary Lap- 
ham of Highlands, North Carolina, who, in 
1908, read a paper before the North Caro- 
lina Tuberculosis Association in Greensboro, 
advocating the use of artificial pneumotho- 
rax. I heard that paper and was very little 
impressed, feeling that it would be a long 
while before I followed in her footsteps. I 
first instituted pneumothorax in 1911! 

It must be remembered, of couse, that 
many years before Mary Lapham did her 
work in North Carolina, Dr. John B. Mur- 
phy of Chicago had tried artificial pneumo- 
thorax. He had done it as a surgeon natur- 
ally would, cutting down upon the pleura, 
puncturing it and attempting to collapse the 
whole lung at one sitting; reactions had been 
so violent that he decided to abandon the 
procedure, believing that the remedy was 
worse than the disease. He had a grand 
idea, quite independent of Forlanini’s, of 
whose work he was ignorant. He simply did 
not work it out as well as did the Italian. 

During the early days of pneumothorax 
there appeared here and there many con- 
traptions for the limitation of lung motion, 
the profession realizing that physiological 





rest for the diseased organ must be super- 
imposed on physical rest for the patient if 
success was to be achieved. Among these de- 
vices were shot-bags weighing from 2 to 10 
pounds which were placed on the patient’s 
chest over the diseased area, and worn 
through as many of the daylight hours as 
possible. They are still used and I use them, 
but I think their main value lies in keeping 
the patient in a quiet, recumbent position 
which is shifted little if any, and thus insur- 
ing more general physical rest. 

Again, sand bags, over which the patient 
lay on the diseased side, were supposed to 
inhibit the motion of the involved lung and 
thus to hasten healing. This is an interest- 
ing theory, but it has always seemed to me 
that lying for hours on one side over an un- 
comfortable object was a hindrance to gen- 
eral relaxation and would tend to retard, 
rather than hasten the patient’s improve- 
ment. 

Among the various other suggestions 
which have been employed were plaster of 
Paris casts to encompass tightly one-half of 
the chest on the diseased side, traction being 
obtained by a strap going over the tip of 
the opposite shoulder; variations of this 
principle without number were advocated. 
To me it always seemed that most of them 
omitted from the rationale of their usage the 
relative immunity of the thoracic basket to 
compression and contributed far more to the 
patient’s discomfort than to the arrest of his 
disease. 

Eventually, from out of the colloidal mass 
of mechanical devices for lung collapse the 
gel appeared in the conviction that only by 
surgical means—including pneumothorax— 
could any adequate results be obtained. At- 
tention was, therefore, focused primarily on 
artificial pneumothorax as the simplest and, 
when completely successful, the very best 
method of procuring pulmonary rest. Other 
methods, some supplementary, some adju- 
vant, still others quite independent of pneu- 
mothorax, were advocated. Internal pneu- 
monolysis, by severing the adhesions which 
prevented the closure of a cavity in a par- 
tial pneumothorax, was able in over 70 per 
cent of the cases to convert the partial col- 
lapse into a total one. Phrenic nerve crush- 
ing, by paralyzing one leaf of the dia- 
phragm, permitted further lung relaxation 
and offered the chance of closing a cavity 
otherwise held open. Extra-pleural thoraco- 
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plasty, partial or total, stepped entirely 
away from pneumothorax and collapsed that 
portion of lung included in the range of op- 
eration totally and permanently. 

The period of gestation of these opera- 
tions was long and stormy—that of thoraco- 
plasty especially stormy for the patients, 
who suffered much at many hands. How- 
ever, with greater experience, improved 
technique, more expert anesthesia and better 
operative team-work, the horrors of the 
early days of thoracoplasty have, in a large 
measure, been eliminated and now, in com- 
petent hands, mortality is under 3 per cent. 
This figure, however, by no means signifies 
that recovery takes place in 97 per cent! 

Several other operative procedures have 
been recommended — for instance, extra- 
pleural pneumothorax, dangerous because of 
its late complications; the pad or “plomb- 
age” operation, wherein a cavity was man- 
ually collapsed and a pad of gauze, fat, or 
specially prepared wax was introduced in 
order to maintain the collapse; and Moldni- 
ni’s method of drainage of cavities by suc- 
tion through a cannula inserted into the 
cavity and retained for a long period of 
time. These physiologically well-thought-out 
and technically well-performed procedures 
have not proved therapeutically successful. 
They have their occasional advocates, but 
these are few. 

Naturally, the universal trend toward the 
use of surgery in cases of pulmonary tuber- 
culosis has resulted in the belief, held by 
many, that this condition is now a surgical 
disease. To this idea I would take definite 
exception. Pulmonary tuberculosis is not a 
surgical disease but is a medical disease 
which in numerous instances can be greatly 
helped by surgery. The disease, as was men- 
tioned in the opening sentence of this re- 
view, was known to the ancients. Evidence 
of healed tuberculosis has been found in 
Egyptian mummies. Healed tuberculosis has 
been found so often at autopsy that many 
years ago an eminent German pathologist 
said: “Yederman hat am ende bei sich ein 
bischen Tuberkulose’ — “Everyone has, 
eventually, a little tuberculosis.”” The essen- 
tials of healing in this disease reside in fibro- 
sis and calcification. These factors were 
present for countless generations before col- 
lapse therapy appeared; for collapse ther- 
apy is essentially the child of the twentieth 
century—and the twentieth century is not 
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yet half grown. So, while surgery has done 
much and, I doubt not, will do more to re- 
duce the horrors and lessen the mortality of 
tuberculosis, yet it is but the prime aid to 
rest, adding, as has been said before, physio- 
logical to physical rest and thus helping the 
inherent body-resistance of the victim to 
overcome his enemy. Let us rely on surgery 
—let us lean heavily on surgery—, but let 
us not imagine that we are dealing with an 
essentially surgical disease. There is no ex- 
cuse for collapsing the truly minimal case of 
tuberculosis. Bed-rest will accomplish ar- 
rest, and the complications of pneumothorax 
and all the other more radical surgical meas- 
ures will be avoided. Whenever possible all 
patients with cavity formation should have 
their lung collapsed. 

Mention must be made of the inestimable 
value of the bronchoscope in the diagnosis 
and treatment of tuberculous tracheobron- 
chitis, a condition which could not be recog- 
nized or accorded treatment prior to the ad- 
vent of this instrument. 

Thus, in a somewhat discursive, rather 
colloquial than scientific, and _ essentially 
panoramic way, have I tried to set forth the 
varying phases of tuberculo-therapy —a 
therapy ever-changing for a disease which 
is static; a therapy based upon different 
methods of attack against the unwavering 
onward sweep of the tubercle bacillus; a 
therapy which has in the long run achieved 
a modicum of success, especially when linked 
with the public health aspects of the anti- 
tuberculosis campaign; a therapy which, I 
believe, will eventually emerge triumphant; 
but a therapy which emphasizes another of 
the great aphorisms of the father of medi- 


cine: 


Life is short and the art long; 
The occasion fleeting, 
Experience fallacious, 


And judgment difficult. 





Tuberculosis mortality acts something like a social 
barometer, rising during wars, and rising highest 
in the countries most affected by the war. It 1s 
difficult to prophesy what the present war will mean 
in increased tuberculosis mortality in the belligerent 
countries, but we may be sure that it will be once 
more a true barometer of disturbed social condi- 
tions. Countries which are making the greatest 
efforts, which are keeping their industries keyed up 
to the highest pitch, working their men the longest 
hours and reducing standards of living to the lowest 
levels are bound to suffer severely. Frank C. Bou- 
dreau, M.D., New Digest of the Milbank Memorial] 
Fund, June, 1940. 
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For a number of years there has been a 
steadily increasing interest in mental hy- 
giene, especially in that phase concerned 
with the mental and psychological develop- 
ment of children. Child guidance work has 
constantly gained recruits, particularly from 
the pediatricians, as they most frequently 
see the need for it. The necessity for their 
participation in this work has been pointed 
out before’, but it cannot be too strongly 
emphasized that it is the duty of every phy- 
sician who cares for children, whether pedi- 
atrician or general practitioner, to be alert 
to the importance of the many problems of 
this nature which are present in his every- 
day practice. 

Exigencies of war have brought juvenile 
behavior problems into sharp relief. The in- 
crease in the incidence of juvenile delin- 
quency in 1942 over 1941 is estimated at 8 
per cent for boys and 31 per cent for girls, 
according to the best figures available at this 
time’’’. This increase represents the inevi- 
table result of the breaking up of families, 
dissolution of homes, unsatisfactory living 
conditions, and other factors brought on by 
the war”). The shortage of trained physi- 
cians available for civilian practice makes 
this problem all the more acute. Many doc- 
tors feel that they are too busy to waste time 
on these problems, which to them may seem 
unimportant. Unfortunately the developing 
child who is not satisfactorily adjusting to 
his environment will not necessarily “grow 
out of it,” and the end result to him may be 
just as dangerous as an acute illness. These 
physicians still think of child guidance work 
only in terms of groups of psychologists, 
psychiatrists, field workers, lengthy intelli- 
gence tests and interminable interviews. It 
is true that some of the more difficult and 
1. (a) Aldrich, C. A. and Veeder, B. S.: An Outline of the 

Pediatrist's Relation to Mental Hygiene, J. Pediat. 9: 

323-327 (Sept.) 1936. 

(b) Anderson, J. E.: Pediatrics and Child Psychology, 

J.A.M.A. 95:1015-1018 (Oct. 4) 1930. 

Castendyck, Elsa: The Impact of War on Children and 
Resources for Treatment, United States Department of 
Labor, Children’s Bureau, (Feb.) 1943. 

3. MacDonald, M. W.: The Impact of War on Children ana 

Youth: Intensification of Emotional Problems, United 


States Department of Labor, Children’s Bureau, (Feb.) 
1943, 
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complicated cases need these procedures, but 
a large percentage of juvenile problems may 
be readily solved by the average physician 
in his office, if he will only spend a little time 
in becoming acquainted with his young pa- 
tients, at the same time keeping some of 
the more common difficulties in mind. In 
most cases he will be many times repaid by 
watching the child develop normally into a 
useful citizen, rather than into a warped lia- 
bility of society. 

In the investigation of the more common 
behavior problems of children it is essential 
to determine whether the child has a normal 
mentality or is mentally defective. The same 
environmental influences affect both types of 
children, but they will respond in a different 
manner. In this primary differentiation in- 
telligence tests are most valuable. The phy- 
sician must not feel, however, that it is im- 
possible to make this distinction without 
these tests. He can do it himself, as a rule, 
by a careful history of the development of 
the child, together with a careful medical 
history. Physical examination and observa- 
tion will then usually reveal additional evi- 
dence for or against mental deficiency. By 
these steps alone most cases of mental de- 
ficiency may be ascertained. This differen- 
tiation having been made, the various en- 
vironmental influences may be grouped 
under the following general classifications: 


I. Home Environment. 
Il. School Environment. 
III. Recreational Environment. 


I. Home Environment 


Parental influence is almost always the 
dominating factor in the home environment, 
and therefore does either a great deal of 
good or a great deal of harm to the develop- 
ing child. The most wholesome attitude for 
parents to adopt is to accept the child will- 
ingly as he is, to furnish the most optimal 
environment possible, and then not to inter- 
fere with his development”. 
Oversolicitousness 

Oversolicitous parents often do great harm 
by failing to recognize the importance of a 
child’s learning how to adapt himself to his 
environment so that he may establish the 
habit of making adjustments between his 
desires for self-gratification and the de- 


mands of society. Some of these parents 


4. Beverly. B. I.: In Defense of Children, New York, The 
John Day Company, 1941. 
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adopt this attitude in an effort to “make up” 
for their own unhappy childhood, and use 
this as an excuse for pampering their chil- 
dren. Other parents fail to allow their chil- 
dren to develop self-reliance and independ- 
ence because they feel too much pleasure in 
having the child helpless and dependent. 
They try to maintain the state of infancy 
beyond its normal period and refuse to let 
the child grow up. Everyone is familiar 
with the mother who boasts, “Mary is so de- 
pendent on me, such a Mother’s baby, that 
she would simply starve to death if I didn’t 
feed her’’—Mary, in spite of this statement, 
being a perfect physical specimen of 3 or 
4 years. 

In this same category must be included 
parents who fail to allow the child to do 
things for himself because it is easier for 
them to do these tasks. “He is just so messy 
when he eats that I would rather feed him 
myself,” or “She never gets dressed right 
so I just dress her myself to save time.” 
The children will never learn to do things 
for themselves save by the trial and error 
method and it is wrong for parents to deny 
them the right of this experience. Over- 
anxiety of the parents because of a child’s 
illness will often increase the child’s feeling 
of dependence on the parents, and his reli- 
ance on them to face all issues and fight all 
battles. 

The final result of failure to form habits 
of self-reliance in the child is about the 
same, no matter what the motives of the 
parents may have been. The child gets along 
pretty well while at home, because the pa- 
rents give him everything he desires and 
humor his every whim. He probably uses 
tears and temper tantrums to keep the pa- 
rents in line, and probably has enuresis and 
no established bowel habits, and is a feeding 
problem. When he does go out to play with 
other children, and tries to rule them as he 
does his parents, they will resent it and will 
ostracize him, teasing him and possibly us- 
ing physical violence. He will respond in one 
of two ways: (1) He may become very con- 
fused and bewildered because he cannot 
understand why these playmates do not act 
as his parents do and gratify his every wish. 
In the end he will retire to his home environ- 
ment where things are pleasant, will give up 
his playmates, and become a recluse. (2) On 
the other hand, especially if he is well en- 
dowed physically, he may adopt aggressive 
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tactics and become the well known bully, 
constantly forcing his desires and wishes on 
the weaker children. 
Parental Disunity 

Parental unity is essential to the proper 
management of any child. A definite policy 
regarding his conduct must be agreed on and 
followed by both parents. It is most confus- 
ing to him for one parent to tell him one 
thing and the other to countermand this 
order immediately, or for his parents to dis- 
agree in front of him as to what he should 
or should not do. Such a child never feels 
certain exactly what is expected of him. In 
consequence, he begins to have little regard 
for his parents’ wishes but does whatever 
he wants to do, all the while keeping a vigil- 
ant eye cocked to see just how much he can 
put over on them. He also soon realizes that 
he can play one parent against the other, 
and in this manner do anything he wishes. 
Naturally he acquires very little respect for 
parental authority and this feeling is often 
transferred to the general restrictions of 
society, leading to clashes with civil laws. 
Rejection 


Parental disunity may cause difficulty in 
other ways. Some parents constantly quar- 
rel and bicker with each other. The child is 
frequently in the unenviable position of hav- 
ing the parents vent on him the anger which 
they feel against each other. He cannot 
understand this and only knows that he is 
being rejected and not loved. This same re- 
jection is seen in other circumstances. The 
child may never have been wanted from the 
first; one parent may not want him for fear 
of being supplanted in the affection of the 


‘other parent, or the parents may not want 


him because he is a boy and they had their 
hearts set on having a girl, or vice versa. 
Whatever the cause for rejection, the re- 
jected child is a miserable, unhappy one. He 
is not loved and feels no security’. He 
grows up feeling that he is all wrong and 
markedly inferior. There can be no self- 
assurance or self-reliance. At the age of 
adolescence the child is likely to be very 
timid and retiring, failing in school, having 
no friends, and often stealing and lying. At 
this stage intensive and skillful therapy is 
needed, whereas the only thing needed at 
first was the normal love and acceptance of 
parents for their child. 


5. Beverly, B. I.: Anxieties of Children; Their Causes and 
Implications, Am, J. Dis. Child. 64:585-593 (Oct.) 1942. 
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Feeding Problems 

In everyday practice with children, the 
most common complaint the doctor hears 
from the parents will probably be, ‘I can’t 
get my child to eat. What can I do?” A 
small number of these children will have real 
organic disorders responsible for the anor- 
exia, but a large proportion of such cases 
result from lack of good eating habits. The 
foundation for good eating habits is laid in 
earliest infancy, by faithful adherence to a 
well outlined and sensible feeding schedule. 
Aldrich and others” have shown the im- 
portance of individualizing these schedules, 
in accordance with the needs of the child. 
One infant may do best when fed every 
four hours, while another will be much 
happier on a three hour schedule. The 
important thing is for the individual 
schedule to be kept relatively constant. As 
he grows, the child’s meals should routinely 
come at a certain time and should be ap- 
proached in a calm, businesslike manner. 
Too many parents look on meals as a con- 
test, in which they are to force as much food 
as possible down the child, whether he wants 
it or not. An accompanying mixture of 
threats and bribes is also used. Quite nat- 
urally the child is highly delighted at the 
attention he receives and enters into the 
spirit of the occasion by putting up an 
equally good show of resisting food, thereby 
getting more attention. The solution sounds 
very simple, and will almost invariably work 
if it is continued long enough. All food be- 
tween meals should be stopped, and at meal- 
time his food should be placed before him 
without comment. After a reasonable time, 
his plate is removed, again without com- 
ment, and nothing else is given him before 
the next meal except water. Hunger is a 
most powerful influence and if used right 
can accomplish wonders. 
Deceit 

Truthfulness is absolutely essential in all 
dealings with children”. Parents frequently 
deceive them by false statements because 
they feel the children are too young to under- 
stand, or that a promise made to a child 
does not have the same significance as one 
made to an adult. This is absolutely untrue, 
and every promise made to a child should be 
faithfully kept. Parents are particularly apt 
6. Aldrich, C. A. and Aldrich, M. M.: Babies are Human 

Beings, New York, The Macmillan Company, 1942. 
7. Thom, D. A.: Habit Clinics for Child Guidance, Bureau 
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mistake in connection with 
threats of punishment or promises of re- 
ward. The threats are usually idle ones, con- 
sisting of statements that if they aren’t good 
or don’t do a certain thing, the bogey-man 


to make this 


or doctor will get them. The promised 
rewards for good behavior are likewise never 
forthcoming. When the child sees that his 
parents make no effort to live up to their 
promises, he has no reason for believing any- 
thing else they tell him. He loses confidence in 
them, will no longer trust them, and may lose 
much of his affection for them. Further- 
more, he will imitate this behavior, using it 
on his brothers and sisters, playmates, or 
even on his parents. 
Sex Problems 

No discussion of the parent-child relation- 
ship could possibly be complete without 
bringing in the taboo subject of sex. As this 
is constantly present, it must be faced openly 
and squarely. It is only when parents point- 
edly avoid the subject and cloak it in mys- 
tery that the child becomes unduly inter- 
ested. Masturbation is still too widely re- 
garded as something morally wrong and ab- 
normal. On the contrary, most cases are the 
result of perfectly natural curiosity of the 
child about his body, or of some irritation 
around the genitalia. It is only when his at- 
tention is fixed on this habit by punishment 
or mechanical contrivances that it begins to 
assume any importance. Then when the 
moral stigma of its being “bad” is added, 
and he is told such tales as “‘you will lose 
your mind if you don’t stop,” real damage is 
done’. He gradually becomes convinced that 
everything connected with sex is bad and 
wicked, and will lead only to disaster. As his 
normal feelings toward sex become stronger 
during adolescence, it is understandable that 
he will feel that he is wicked and immoral, 
and possibly is “losing his mind.” These feel- 
ings may lead to many kinds of difficulty 
which are often extremely serious and hard 
to overcome. 


Inconsistent Behavior 


One additional point must be emphasized 
as a keystone in all parent-child relation- 
ships. This is the matter of consistent be- 
havior of parents toward the child'*’. With 
this base line for activities, the child knows 
what to expect. When his parents’ behavior 
is inconsistent, however, he is completely 


8. Thom, D. A.: Child Management, Bureau Publication No. 
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bewildered and confused, never knowing 
what to expect from his next action. He will 
either become very timid and retiring, afraid 
of any action, or very aggressive and resent- 
ful, willing to try anything, no matter what 
the consequences. 


Jealousy 


In the home there frequently exists, in ad- 
dition to the parent-child relationship, a re- 
lationship between two or more children. It 
is not at all unusual for the first born child 
to be normal and happy until the second 
child comes. Immediately the first child 
changes and begins to have enuresis, temper 
tantrums, feeding difficulties, and other 
problems. The cause of these difficulties lies 
in his jealousy of the other child, a very 
frequently overlooked factor. It is natural 
that the child should resent someone’s tak- 
ing his place and receiving the attention he 
once received. He feels deeply hurt and re- 
sentful, and tries to regain his lost place. 
The only way for him to do this is through 
some unusual activity which will set him 
apart and attract the attention of the pa- 
rents. Instead of recognizing this behavior 
for what it really is, parents often feel that 
the child is “being smart” and punish him. 
They may actually shower additional atten- 
tion on the second child in an effort to make 
the first be good. These things only acutely 
magnify the child’s distress and increase the 
behavior difficulties. Complete understand- 
ing of the problem by the parents is neces- 
sary, with equalized distribution of love and 
affection and no discrimination in the treat- 
ment of the children. 


IT. School Environment 


The Brilliant Child 


In the usual standard school of this coun- 
try, there is a mixture of children who have 
a wide range of natural ability, from the 
brilliant to the dull, and yet those in the 
same classes are assigned the same tasks to 
be performed in the same way, in the same 
length of time. It is therefore not unusual 
to find that children of both extremes of 
ability frequently present problems. Time 
and again children are brought in because 
they are failing in their school work, are not 
interested in school, and spend their time in 
school getting into mischief or daydreaming. 
Examination will reveal their I.Q. to be 140 
or above—definitely superior. Further in- 
quiry reveals that these children are perfect- 
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ly capable of mastering much harder materi- 
al than their school work, and also that when 
they are faced with this difficult material, 
they are no longer indifferent, but show 
much interest and concentration. The real 
truth is that these children have been able 
to master their regular school work so easily 
that it no longer offers a challenge. They 
become bored, their interest wanes and at- 
tention shifts. Having nothing else to do, 
they look around for other interests and ‘“‘get 
into trouble.” The simple expedient of giv- 
ing them tasks which really challenge their 
intelligence will solve this problem. 

A different situation sometimes arises 
when such a child is pushed too far ahead 
of his normal age group in an endeavor to 
find suitable school work. He is put in a 
group of children with whom he is intellect- 
ually equal, but whose physical development 
is a good deal more advanced. This puts our 
prodigy at a marked disadvantage in physi- 
cal play and games. Other children point 
him out as a sissy or a weakling, and in con- 
sequence he avoids contact with them, be- 
coming timid and retiring, and seeking to 
compensate for this by more intensive study 
—a perfect foundation for the timid “‘book- 
worm”. 


The Dull Child 


In contrast to the child above is the child 
who is intellectually dull and slow. Among 
the possible causes for this mental dullness 
are brain damage at birth, cerebral mal- 
development, acute and chronic diseases, and 
many others. The clinical picture is also one 
of failure in school work, disinterest, inatten- 
tion, and misconduct; but here the difficulty 
lies in the work’s being too difficult. Chil- 


_ dren, like everyone else, have to see some of 


their endeavors crowned with success in or- 
der to feel spurred on to additional efforts. 
If failure and constant criticism are the result 
of every effort, they will soon become dis- 
couraged and will cease trying. It is impor- 
tant in these cases to determine just what 
the child can do best. Many will be able to 
work well with their hands, but will be ab- 
solutely lost in abstract reasoning. Their 
training then should be along the general 
lines of their greatest natural ability. 
Hypothyroid children often fall into this 
class. They may be detected by the clinical 
picture, the retarded stage of bone develop- 
ment, and sometimes by basal metabolism 
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studies. One must not accept as the only 
picture of hypothyroidism the fat, sleepy, 
lethargic child. There is an important group 
which will show nervousness, loss of weight 
and malnutrition, and anorexia. In both 
groups there is hypotension, bradycardia, 
retardation of bone development, mental 
lethargy, and often a lowered basal meta- 
bolic rate. Adequate therapy with thyroid 
extract will bring about a cure. 

Certain more common physical defects are 
often the cause of school difficulties, and 
these should be ruled out in every case. Poor 
vision is very frequent and may be easily 
detected. Impaired hearing is equally impor- 
tant and may be easily checked by audio- 
meter readings on children over 6 years of 
age. More infrequent is aphasia, which may 
appear as an inability to interpret properly 
language sounds or written words. It may 
also be shown in an inability to express 
thoughts and ideas either by vocal or written 
language. 

Evidence has been accumulating for some 
time that certain reading, writing, and 
speech difficulties probably have a direct re- 
lationship to the dominance of the cerebral 
hemispheres"®). In most people, either the 
left or right hemisphere is dominant, and 
the person is right-eyed, right-handed, and 
right-footed, or left-eyed, left-handed, and 
left-footed. The former person, when read- 
ing or writing, will tend to move his eyes and 
hand across the page from left to right, while 
the latter will tend to move in the opposite 
direction. This latter impulse is probably 
responsible for the reversal of letters and 
words, such as b and d, p and q, boy and dog, 
god and dog, in reading and writing. In cases 
where the cerebral dominance is not suffici- 
ently marked, there is a lack of control by 
either hemisphere. This causes confusion 
because of conflicts between the impulses 
arising from the two hemispheres; it may 
be responsible for such disorders as those 
above, for difficulty in maintaining proper 
sequence of letters, words and numbers, and 
may be one of the causes of stuttering. 


TIT. Recreational Environment 


Many of the problems which seem to arise 
as a result of contact with playmates are 
really a continuation of difficulties in the 
home. For instance, the child of oversolicit- 


10. Growth and Development of the Child. Part 4: Appraise- 
ment of the Child, White House Conference on Child 
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ous parents often is shunned and avoided by 
his fellows because he cannot adjust himself 
properly. He still expects everyone to do 
things just the way he wants, to have all of 
the toys for himself, and to be the center 
of attention. His playmates’ resentment and 
antagonism lead him to become retiring, 
timid, confused, and introspective, or to play 
the role of the aggressive, domineering bully. 

Mentally and physically handicapped chil- 
dren are frequently set apart by their fel- 
lows, laughed at, teased, and made objects 
of derision. They are not allowed to partici- 
pate in games and are forced to draw apart. 
Feelings of resentment are built up, not only 
toward those particular playmates, but often 
toward everyone else. This resentment and 
bitterness may become so overpowering and 
strong as to lead to actual acts of violence 
in an effort at revenge. 


Summary 


1. An effort has been made to point out 
the widespread prevalence of behavior diffi- 
culties in children. 

2. Most problems of this nature may be 
handled successfully by the physician in his 


private office. 
3. Some of the more common factors caus- 
ing these difficulties are discussed. 





THE 1915 SERBIAN TYPHUS 
EPIDEMIC 


WILBURT C. DAVISON. M. D. 
DURHAM 


In the winter of 1914-1915, the Serbs, or 
Yugo-Slavs as they are now called, asked 
the French for medical and surgical teams. 
I joined one of the surgical teams as an 
anesthetist and left the American Am- 
bulance Hospital at Neuilly, France, on Jan- 
urary 25, 1915. Krusevac was the Serb town 
to which our team was assigned. 

The fighting was over when we arrived, 
and practically all the Serb wounded were 
convalescent. There had been no fighting 
since the memorable battle of Kolubara in 
December, 1914, when the Austrian invasion 
was checked and most of the invaders killed 
or captured. Before that the Austrians had 
crossed the Danube, driving before them 
the entire population of Beograd, Valjevo, 
and the other northern towns—and indeed 
the Serb army as well, for they had little 
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or no ammunition. The Austrians found so 
little resistance that they fairly tumbled 
headlong in their advance, and if their field 
pieces and supply wagons were caught in 
the mud, as they frequently were, they did 
not stop to extricate them. They kept up the 
onward rush until their lines of communi- 
cation were broken and their supplies were 
practically gone. During the precipitate re- 
treat the Serb general, Radomis Putnik, had 
not given his whole thought to escape but 
had lured the Austrian army into a very 
disadvantageous position at Kolubara. King 
Peter, who had fought with the army, carry- 
ing a rifle and bandoliers of ammunition, 
told his troops that he would release them 
from their oath of loyalty to him but that 
he intended to stay there. The Serb army, 
equipped with French ammunition and fired 
with enthusiasm at King Peter’s plea and 
by the knowledge that they had the Austrian 
troops in a very difficult place, then fell upon 
the invaders without mercy and, capturing 
all they did not kill, took 60,000 prisoners. 
It was one of the greatest victories of the 
war, for very few of the Austrians survived 
to make the retreat to the Danube. 

This success resulted in calamity, how- 
ever; for the multitude of the northern 
refugees and the prisoners produced such 
crowding in central Serbia that Nis, Krus- 
evac and numerous other towns had their 
populations doubled, and the worst epidemic 
of typhus in modern history broke out. It 
raged not only in the Serb army and civil 
population, but also among the Austrian 
prisoners, and especially among doctors and 
nurses. 

Even in times of peace a Serb village was 
far from being clean or sanitary. The 
houses, which had as a rule but a single 
story and often but a single room, were mud- 
walled structures usually built with cow- 
yards around them, and with floors that 
were lower than the surrounding quagmires. 
Vermin abounded, and I often thought that 
a Serb peasant without his lice and fleas 
would feel uncanny, like a ship that had been 
abandoned by rats. As every available room 
was filled — usually by a whole family —, 
soldiers and prisoners were forced by want 
of space to sleep in the railroad stations, 
coffee houses and even in the streets. It 
was not surprising that the filth and vermin 
increased rapidly. 

The government issued periodic orders 
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that the northern population must return to 
their homes in order to relieve the conges- 
tion and give the country a better chance 
to cope with the epidemic. No one seemed 
to enforce these regulations, however, so 
the northerners remained and the crowding 
continued. When we went into the houses, 
we were amazed that more of the people 
were not ill; for the small room, perhaps 12 
by 12 feet, had one small window covered 
by cobwebs, which testified that it had never 
been opened nor was even intended to be 
opened; two or three beds must often serve 
for a family of six; the floor was of dirt; 
and worst of all, the small iron box-stove 
always was heated red hot. There could not 
possibly be a more favorable hotbed for in- 
fection. Practically every known contagious 
disease seemed to flourish in Serbia and the 
hospitals were filled with nearly all varieties 
of cases, from mumps, scarlet fever and 
diphtheria to typhoid fever, relapsing fever 
and typhus. This last disease was the most 
prevalent and most dangerous. 


Instead of being an anesthetist in a surgi- 
cal team, I became a typhus specialist and 
looked at rashes, took temperatures and ad- 
ministered aspirin for the terrific headaches 
of typhus. There was no specific treatment, 
and the patients died like flies. The only 
thing known about typhus in 1915 was that 
it was carried by lice. Usually, about a week 
after the bite of an infected louse, the tem- 
perature suddenly rose to 104 F. or even 
higher, and the patient quickly grew deliri- 
ous and became very difficult to control. 
About five days after the onset of the fever, 
the characteristic rash appeared on the chest 
and arms. For the next five days, the symp- 


‘toms remained unchanged. After that the 


rash finally disappeared, and in a light case 
the temperature suddenly dropped to nor- 
mal. In 20 per cent of the patients, however, 
the symptoms steadily grew more serious 
until death ensued. 

Only by the strict enforcement of rigor- 
ous sanitary measures could the epidemic be 
brought under control. No improvement 
could reasonably be looked for until the con- 
ditions that were fostering the spread of dis- 
ease had been ameliorated. Some isolated 
attempts at sanitation were made, but the 
ignorance and the fatalistic attitude of the 
populace were difficult to overcome. In 
Krusevac, we went to the authorities and 
appealed for permission to clean up the 
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town, to dig a few ditches to carry off the 
surface water, to close up some of the worst 
wells (for all of them were bad), and lastly 
to break a few windows and give the fresh 
air a fair chance. All this would have been 
a very simple matter. The Austrian pris- 
oners, of whom there were still some 50,000 
scattered through the country, would have 
been only too glad to undertake the labor. 
But the authorities refused us their permis- 
sion. The people, they said, had always lived 
this way and would not change; and besides 
it was war time and any additional restric- 
tions or requirements would cause them to 
rebel. In other words, they preferred a dead 
loyal subject to a live rebel; for unless they 
changed this attitude, it would cost them 
half of their entire population. 

The ideal way to attack typhus would 
have been to get the people out of their 
homes into tents in the open country, and to 
let fresh air and perhaps a bath remove 
some, at least, of the lice. There were no 
tents to be found in Serbia, however. Local 
draining and cleaning would of themselves 
have worked wonders, had these measures 
been permitted. To handle such conditions 
by merely treating typhus in hospitals was 
like building a Pasteur Institute for the 
treatment of rabies without first shooting 
the mad dog. 

Not only did this disease flourish in the 
towns, but it affected the country districts 
as well. Three or four days a week each 
town and village had its local market, and 
peasants came trudging in with a few chick- 
ens or a young pig over their shoulders. The 
Serb peasants in their brown costumes and 
the women in their bright shawls and many- 
colored skirts made a very pretty sight; yet 
the knowledge that many of the people were 
carrying infected lice in their clothing and 
spreading typhus among the densely packed 
crowd caused one to shudder. There could 
be little doubt that within the week many 
new cases would result from that gathering. 
The Austrian prisoners, who were being 
affected perhaps worse than any other class, 
also commonly foreed their way through the 
crowd in going from the camps to their 
work and so made very efficient promoters 
of the infection. The huge soup kettles from 
the central kitchen (for it was from a cen- 
tral kitchen that the food for the military 
hospitals was supplied) must be carried 
back and forth through this crowd on the 
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way to the hospitals. A strange but com- 
mon source of the disease was due to the 
law which entitled each Serb soldier to a 
pound of bread a day. If he was not given 
his loaf there was great complaint. Since 
typhus patients could take nothing but 
fluids, they left these loaves to accumulate 
round their mattresses and often used them 
as pillows. After this treatment, the loaves 
were often sold to visitors, who were thus 
liable to contract the disease themselves. 
Everything seemed to work together to aid 
the spread of vermin and typhus. 

In the hospitals, conditions were most 
primitive. Except in Beograd, which was a 
modern city, there was no running water, no 
electricity, no drainage, no sewage—in fact, 
not a single modern convenience of any kind. 
The hospital buildings themselves were us- 
ually good, for they had formerly been 
schools, and at Gevgelija, a huge tobacco 
factory was used. In Krusevac, where we 
were stationed, we found that equipping a 
hospital was a fairly simple task. It con- 
sisted, first, in a general cleaning, which 
could be made quite thorough if we kept a 
sharp eye on the Austrians who did it; next, 
in bringing in sacks of hay to serve as mat- 
tresses (for there were practically no beds 
to be found); and lastly, in moving in the 
supplies brought from France, England or 
America, and putting up a sterilizer. Each 
unit had brought along equipment for oper- 
ating rooms, but it was quite superfluous. 

If there were any facilities at all, each 
patient received a bath upon admission and 
had his head shaved to remove the vermin. 
Unless the scalp was washed with ether, 
however, this precaution was of little use; 
for within three days the eggs in the roots 
of the hair had hatched and an entirely new 
crop of insects had appeared. Since there 
were no sheets or pillows, cleanliness was 
only comparative, and it was very difficult 
to prevent the spread of disease even within 
the hospital walls. Disinfectants were very 
searce, but even with a plentiful supply of 
them it would have been almost impossible 
to keep a ward free from vermin, for the 
mattresses were on the floor and the patients 
could not always be moved for cleaning. If 
the hospital was not crowded there was a 
mattress to each patient, but very often it 
was necessary to place two mattresses to- 
gether for three men. In order to admit the 
fresh air which seemed to be the best, if not 
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the only remedy for typhus, we were com- 
pelled to break out the window panes; for 
the patients could not be restrained from 
shutting the windows the instant our backs 
were turned. 

Typhus took perhaps the heaviest toll 
among the 50,000 Austrian prisoners. The 
Serbs treated the prisoners as well as could 
be expected under the circumstances, but 
even with the best intentions they could not 
give them better sleeping quarters than 
stables and outhouses. The prisoners slept 
so compactly crowded in these places that 
no one could turn over unless the others 
followed suit. Consequently typhus spread 
like wild fire, even though attempts were 
made to separate the sick from the well 
prisoners. The first day we were in Serbia 
we were stopped in the street and implored 
to go and prescribe for an unfortunate pris- 
oner. We were led through alleys back into 
an old woodshed where the Austrian was 
lying in the dark on a pile of rags. It was 
our first sight of typhus. This poor fellow 
had thoughtfully segregated himself from 
his fellows to prevent spreading the disease. 

In Nis, where 3,000 prisoners were quart- 
ered, the death toll was sixty a day. One 
Austrian doctor, who had been interned by 
the Serbs, volunteered to go into the camp 
and help his fellow countrymen. He said he 
realized that he could last only a few weeks, 
but he hoped to save a few lives in that time. 
He succeeded in reducing the death rate to 
twenty-five a day, but at the end of two 
weeks, he too was down. 

The prisoners fully realized their hopeless 
position. While they did not blame the Serbs, 
who were not responsible for their plight, 
yet one of them said, “If we had only known 
that we were to have such hardships and 
misery, we certainly would have fought 
harder for now we are going to die anyway.” 
I asked one of the prisoners why he had 
surrendered and he very honestly replied, 
“Well, we thought that we should be much 
better off as prisoners in Serbia, for we 
Southern Austrians are Slavs like the Serbs; 
and besides we did not relish the idea of hav- 
ing to fight in the snow of the Carpathian 
mountains against the Russians. Still I only 
wish we could have foreseen this epidemic. 
We would never have surrendered.” 

In the army itself, typhus and other dis- 
eases spread at nearly the same rate as 
among the prisoners; for in the ranks the 























; 





July, 1944 


conditions were very little better, except 
that the men were forced to remain more 
constantly in the open air. Even this was 
an insufficient defense against vermin, how- 
ever; and soldiers were frequently to be seen 
sitting in the sun in front of some public 
building, their coats and shirts open and 
their hands busily searching for insects. 

Among the doctors and nurses the sacri- 
fice of lives was proportionally heaviest; for 
there seemed to be no way of protecting the 
body from the infected lice while passing 
through the wards. Of the Americans serv- 
ing in Serbia, fourteen had typhus or relaps- 
ing fever, and three died. We used all the 
insect powder we could obtain and found 
that it tended to repel the insects, though 
it would not kill them. These body lice were 
very hardy; if one of them was placed with- 
in a circle of insecticide, it would walk 
through the circle without even sneezing. 
Even after a specimen had been kept in a 
steam sterilizer long enough to be bleached 
perfectly white, it was still able to crawl. 
The only way to keep free of lice was by 
eternal vigilance and cleanliness. Picking 
off the cooties whenever they were felt and 
frequent “seam inspection” of underwear 
and clothes were necessary. One never knew 
when the lice which were removed had been 
on some patient and had become infected. 
Nurses seemed to suffer more than doctors 
from the vermin and disease, for their skirts 
were constantly brushing against things as 
they walked. Lady Paget’s unit at Skoplje 
wisely adopted harem skirts and others fol- 
lowed their example. 

In the hotels or inns where we lived, we 
found the same overcrowded conditions that 


. prevailed elsewhere. Three in a room was 


the rule, and modern conveniences were only 
dreams. Bathing was of course a necessity, 
but bath-tubs were scarce. We succeeded in 
buying in the market large pig troughs hol- 
lowed out of single logs, and with a little 
practice we were able to take a fairly 
thorough bath in these troughs without tip- 
ping over at every move. 

Finally, as in all epidemics, the number 
of cases waned, and as the weather became 
warmer, typhus gradually disappeared. The 
medical profession usually gets credit for 
stopping epidemics, but this typhus outbreak 
in Serbia ceased because most of the popula- 
tion caught the disease and either died or 
recovered. Those who escaped infection 
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spent more time outdoors with the advent 
of spring and therefore had fewer lice. 

By World War II, our knowledge of ty- 
phus had greatly increased. The cause of 
the disease has been discovered and it is 
now known that there are two kinds of ty- 
phus, one carried by lice and the other by 
rat fleas. An effective vaccine has been pre- 
pared and all of the American troops are 
inoculated. Furthermore, a good _ louse 
powder has been invented. So far as the 
American army is concerned, typhus has 
ceased to be a problem, although crowded 
and unvaccinated civilian populations con- 
tinue to have epidemics. 





THE DIAGNOSIS OF EYE CONDITIONS 
FREQUENTLY SEEN IN GENERAL 
PRACTICE 


GEORGE B. SHARBAUGH, M.D. 
STATESVILLE 


Of the many conditions that affect the eye 
and its adnexa there are a few that are seen 
in general practice with reasonable fre- 
quency. It is, therefore, important for the 
general practitioner to have a _ working 
knowledge of the commoner ophthalmologi- 
cal diseases in order that conditions with 
serious sequelae may be recognized early and 
brought under treatment. 

Most emergencies involving the eye land 
promptly in the hands of an ophthalmologist, 
but there are many chronic or subacute con- 
ditions that are equally serious, although 
not so obvious, that are first seen by the 
family physician. 

The symptoms of eye disease are remark- 
ably few in number; yet, because of the 
transparency of the tissue, the diagnosis can 
be made in most cases with a relatively high 
degree of accuracy. While a complete and 
exhaustive examination requires much time 
and special equipment, by far the greater 
percentage of ophthalmological cases can be 
diagnosed by the combination of a careful 
history and a physical examination of the 
eye with ordinary instruments such as a 
light and a magnifying glass or an ophthal- 
moscope, which combines both and has other 
features useful in the examination of all 
parts of the eye. 

Read before the Ninth District Medical Society, Statesville, 


September 30, 1943. } 
From the Department of Ophthalmology, Davis Hospital, 


Statesville, N. C. 
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The majority of the common eye condi- 
tions come under the headings of external 
diseases and refractive errors, but intra- 
ocular conditions may appear as external 
diseases, and may simulate refractive errors. 


External Diseases 


The recognition of ocular involvement in 
sinus disease is important because of the 
serious sequelae that may result if such con- 
ditions are allowed to proceed untreated. 
Ethmoid infection may break through into 
the orbit, producing an orbital abscess which 
in many cases involves the optic nerve and 
results in complete optic atrophy. Frontal 
and maxillary sinus involvement may cause 
swelling of the lids. Such swelling usually 
is an indication for immediate opening of 
the sinuses. 


Diseases affecting the conjunctiva 


Lid affections, as a rule, do not present 
much of a problem in diagnosis, but dis- 
eases of the conjunctiva and cornea are so 
numerous and diverse that many different 
classifications have been proposed for both 
groups. The commoner varieties of conjunc- 
tivitis are acute and chronic catarrhal con- 
junctivitis, purulent conjunctivitis, phlyc- 
tenular conjunctivitis, and epidemic kerato- 
conjunctivitis. Trachomatous and membran- 
ous types are not so commonly seen. 

The purulent form of conjunctivitis is 
characterized by much pus and edema and is 
frequently due to the gonococcus. The diag- 
nosis of purulent types is made easy by the 
profuse discharge and great amount of lid 
swelling. The causative organism is usually 
found in the smear, so that a specific diag- 
nosis can be readily made. 

Catarrhal conjunctivitis is a clinical class- 
ification and the condition may result from 
a large variety of causes. Most cases of con- 
junctivitis, therefore, fall into this group. 
The discharge in such cases is primarily 
mucoid or muco-purulent. The palpebral 
conjunctiva and that of the fornix are af- 
fected most. While not usually involved to 
any marked degree, the bulbar conjunctiva 
may be affected in some of the more severe 
cases. In most cases both eyes become in- 
volved within a few days. Subjectively the 
patient complains of itching, smarting, oc- 
casional blurring of vision, and a foreign 
body sensation in the eye. The cornea and 
anterior chamber are clear. 

The most frequent. causes are exposure to 
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wind, dust and cold, direct contact with 
other cases, the exanthematous diseases, and 
upper respiratory infections. 

As a rule the diagnosis of catarrhal con- 
junctivitis is easily made from the clinical 
appearance. A more specific diagnosis as 
to etiology can be made by the use of smears 
and other bacteriologic methods. The clini- 
cal course is usually short and no perma- 
nent damage is done. In general practice, 
this type is the one most often seen. 

Phlyctenular conjunctivitis is character- 
ized by focal areas of conjunctival inflam- 
mation. It is seen chiefly in children, but 
may occur also in adults, under conditions of 
improper nourishment and unhygienic sur- 
roundings. The phlyctenules are collections 
of lymphoid cells forming red or yellow 
elevations about the size of a millet seed, 
either at or close to the limbus of the con- 
junctiva. The conjunctiva just adjacent to 
the nodule becomes hyperemic, so that the 
red portion takes on a triangular form, the 
apex of which lies in the limbus and cor- 
responds to the nodule. Characteristically 
the remainder of the conjunctiva is free 
from congestion. The process may involve 
the cornea, causing ulcer formation and 
terminating in a degenerative pannus. 
Single attacks usually clear up well with 
treatment, but recurrence is likely. Second- 
ary blepharitis may result from the irrita- 
tion of the lids caused by the excessive lac- 
rimation. Severe corneal involvement may 
leave scars resulting in considerable impair- 
ment of vision. 

“Arc flash” conjunctivitis is seen more 
frequently today than formerly, especially 
in industrial areas where steel cutting is 
done with electric torches. This condition 
usually becomes apparent at night after the 
patient has worked all day around an elec- 
tric are. Clinically the eye is moderately 
red, with most of the conjunctival injection 
on the globe. There is no discharge except 
lacrimation. The condition in the eye is 
akin to sunburn in the skin. It usually clears 
up within twenty-four to forty-eight hours 
without complication. It is very painful and 
there is considerable photophobia. 

Traumatic conjunctivitis resulting from a 
foreign body in the eye is frequent and us- 
ually requires no treatment except removal 
of the foreign body. 

Within the last year, a new form of con- 
junctivitis, known as epidemic kerato-con- 
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junctivits, has become common in certain 
areas. Cases were first seen in the United 
States on the west coast. The disease then 
made its appearance in the larger cities on 
the east coast, and then gradually spread to 
towns further inland. It is seen most often 
in areas that are essentially industrial, ac- 
cording to the Council on Industrial Health 
of the American Medical Association”). 

After an incubation period of from five to 
ten days, the local symptoms of mild con- 
junctival irritation and foreign body sensa- 
tion develop. In most cases both eyes be- 
come affected before the process subsides. 
Preauricular glandular involvement with 
tenderness is common, and in some cases 
there is some submaxillary tenderness. Ede- 
ma of the bulbar conjunctiva occurs early, 
and the conjunctiva is quite red and 
congested. At this stage there is some lac- 
rimation and photophobia, but real pain and 
blepharospasm do not appear until the cor- 
nea becomes involved. 

Corneal involvement occurs in more than 
half of the cases. In a week or two after 
the appearance of the conjunctivitis, dis- 
crete grey infiltrates appear in and under 
the epithelial layer of the cornea. There is 
seldom a complicating erosion of the over- 
lying epithelium, so the areas do not stain 
with fluorescein. 

The disease is self-limited and in most in- 
stances the conjunctivitis disappears in 
fourteen to eighteen days. The corneal com- 
plication may disappear in a week or may 
persist for many months. The patients seem 
to have more subjective complaints in epi- 
demic kerato-conjunctivitis than in other 
types. The laboratory findings in general 


‘are negative. Scrapings of the conjunctiva 


may show a preponderance of monocytes. 

While the period of infectivity has not 
been definitely determined, the patient is al- 
lowed to return to work when the active con- 
junctivitis has disappeared. 

A pterygium is a triangular area of mu- 
cous membrane which extends from the con- 
junctiva of the eyeball to either corner of 
the eye. The apex is directed to the cornea 
and grows over it, while the base spreads 
out and blends with the bulbar conjunctiva 
without a sharp line of division. It is more 
vascular than the surrounding conjunctiva 
and is diagnosed by its shape, position, and 
vascularity. 


1. Epidemic Kerato-Conjunctivitis. Report of Council on In- 
dustrial Health, J.A.M.A. 121:1153 (April 8) 1943. 
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Diseases affecting the cornea 

Conditions involving the cornea are char- 
acterized by more severe symptoms. In most 
forms of keratitis, pain is a prominent 
symptom. Photophobia is marked and bleph- 
arospasm, considerable lacrimation and 
varying degrees of visual impairment are 
present. 

Examination of the eye reveals areas of 
infiltration in the cornea which appear as 
greyish spots. These usually stain with 
fluorescein. Vascularization into the cornea 
may be present. Circumcorneal or ciliary in- 
jection and conjunctival injection are more 
common, however. A conjunctivitis often 
complicates the picture, and in many cases 
the iris and ciliary body participate in the 
reaction. 

The diagnosis of corneal conditions is 
made by a study of the cornea itself. In ordi- 
nary conjunctivitis, the cornea is clear. 
Simple inspection with the aid of a light and 
magnifying glass, if needed, will make the 
diagnosis evident in practically all cases of 
corneal involvement. 


Intraocular Disease 


Lesions of the internal portion of the 
eye are occasionally seen. The most com- 
mon of these is anterior uveitis, especially 
iritis and cyclitis, or the combination, irid- 
ocyclitis. The differential diagnosis from 
acute glaucoma is important in these cases, 
as the treatments for the two conditions are 
opposite in many respects. In most cases 
of uveitis there is severe pain, redness of the 
eye and some cloudiness of the anterior 
chamber. The serious nature of these condi- 
tions in the acute phase is at once apparent 
from the subjective complaints of the pa- 
tient. 


Refractive Errors 


Less obvious among eye conditions seen 
in general practice are those due to refrac- 
tive errors, especially hypermetropia and 
astigmatism. In myopia the patient simply 
cannot see well in the distance and in most 
cases has no other symptoms. In hyperme- 
tropia and astigmatism there are subjective 
symptoms, but the patient can see well in 
general and can read the 20/20 line or bet- 
ter on the chart, although he must throw 
excessive strain on the accommodation 
mechanism in order to do so. Such patients 
complain of burning of the eyes, redness of 
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the lids, especially after much close work, 
and frequent infections of the lids. Head- 
ache due to eye conditions is usually located 
above the eyes and in the occipital region. 
In practically all of these cases, wearing of 
properly fitted glasses corrects the condi- 
tion. 


Vitamin Deficiencies 


Vitamin deficiencies, especially subclinical 
forms, have manifestations that can be 
recognized in the eye. It has been known 
for a long time that vitamin A deficiency is 
associated with eye conditions and that 
many of the early manifestations of vitamin 
A deficiencies are seen in the eye. 

Kruse’ has described three stages of con- 
junctival involvement in vitamin A defici- 
ency: (1) gross ocular manifestation in the 
form of characteristic elevated spots on the 
conjunctiva—the so-called Bitot’s spots— 
thought to be a feature of advanced xerosis 
conjunctivae; (2) less pronounced but defi- 
nite gross conjunctival change without the 
characteristic spots but with other findings 
by the biomicroscope; (3) very little, if any, 
gross manifestations, but definite changes 
by the biomicroscope. Berliner“), on the other 
hand, raises the point that some of these 
changes described by Kruse may be com- 
mon senile changes. 

Certain cases of vitamin A deficiency are 
characterized by night blindness, and such 
cases may be detected by the biophotometer. 

Vitamin B deficiency also has ocular man- 
ifestations. Severe vitamin B-1 deficiency 
may result in optic neuritis and Wernicke’s 


2. Kruse, H. D.: Ocular Manifestations of Avitaminosis <A, 
Pub. Health Rep, 56:1801-1824 (June 27) 1941; also Dis. 
Eye, Ear, Nose and Throat 1:272-287 (Sept.) 1941. 

3. Berliner, M. L.: Regarding Early Detection of Avitamin- 
osis A by Gross or Biomicroscopic Examination of Con- 
junctiva, Am. J. Ophth. 25:302-308 (March) 1942. 
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syndrome. Riboflavin deficiency shows vas- 
cularization into the cornea as one of its 
features. Johnson and Eckardt” have 
studied this problem, with particular refer- 
ence to certain types of keratitis. Avascular 
tissue such as that in the cornea depends for 
its metabolic activity on the presence of 
enzymes and enzyme systems which may be 
influenced by some of the vitamins. It has 
been suggested that the ingrowth of blood 
vessels in such cases may be an attempt to 
compensate for the inadequate oxidation of 
enzymes in the avascular tissue. 

Hemorrhagic conditions in the eye and 
especially in the subconjunctiva may accom- 
pany vitamin C deficiency. Deficiencies of 
vitamin C severe enough to cause these 
hemorrhages are not often seen. 

Retinal hemorrhages in the newborn, as- 
sociated with vitamin K deficiency, have 
been described by Maumenee, Hellman and 
Shettles®’. Such hemorrhages may be asso- 
ciated with birth trauma and be aggravated 
by the vitamin K deficiency. If such lesions 
occur in the retina it seems likely that the 
central nervous system might present simi- 
lar lesions if it could be examined. 


Summary 


Eye conditions commonly seen in general 
practice have been discussed and some of 
their important features outlined. Among 
these conditions are the various types of con- 
junctivitis, diseases involving the cornea, in- 
traocular conditions, refractive errors, and 
vitamin deficiencies. In general the diagno- 
sis of these conditions is not difficult. 
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EDWARD JENNER (1749-1823) 
AND VACCINATION AGAINST 
SMALLPOX 


The credit for great medical discoveries 
does not necessarily go to the observer who 
had the idea first, but is often the reward of 
the man who yells loudest and longest. So 


it is with vaccination against smallpox. The 
idea of inoculation was an old one when Ec- 
ward Jenner, a pupil of John Hunter’s, be- 
gan in 1796 his observations on the use of 
cowpox virus to produce immunity to small- 
pox. Indeed, inoculation with the virus of 
smallpox had been practiced both in Europe 
and America for at least eighty years be- 
fore Jenner’s work with cowpox. 
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Some eighty years before the publication 
of Jenner’s papers Lady Mary Wortley Mon- 
tague, writing from Turkey, where her hus- 
band was the British Ambassador, gave the 
following graphic picture of smallpox in- 
oculation as practiced by the Turks. 

“A propos of distempers, I am going to 
tell you a thing, that will make you wish 
yourself here. The Small-pox, so fatal, and 
so general amongst us, is here entirely harm- 
less, by the invention of engrafting, which is 
the term they give it. There is a set of old 
women, who make it their business to per- 
form the operation, every autumn, in the 
month of September, when the great heat is 
abated. People send to one another to know 
if any of their family has a mind to have 
the small-pox; they make parties for this 
purpose, and when they are met (commonly 
fifteen or sixteen together) the old woman 
comes with a nut-shell full of the matter of 
the best sort of small-pox, and asks what 
veins you please to have open’d. She imme- 
diately rips open that you offer to her, with 
a large needle (which gives you no more 
pain than a common scratch) and puts into 
the veins, as much matter as can lie upon 
the head of her needle, and after that, binds 
up the little wound with a hollow bit of shell, 
and in this manner opens four or five veins. 

“The children or young patients play to- 
gether all the rest of the day, and are in 
perfect k:alth to the night. Then the fever 
begins to seize them, and they keep their 
beds two days, very seldom three. They have 
very rarely above twenty or thirty in their 
faces, which never mark, and in eight days 
time they are as well as before their illness.”’ 

Here, as in so many other instances, one 
is astounded at the slowness of the human 
mind to grasp what would seem to have been 
obvious. Even the use of cowpox vaccine, 
upon which the fame of Edward Jenner 
rests, was not unknown in Germany and 
France, and in England it had long been 
known that dairy maids who had contracted 
cowpox were immune to smallpox. However, 
it was the carefully controlled observations 
of Jenner, published in a thin quarto volume 
in 1798 (fig. 1) that established the method 
upon a sound scientific basis. He followed 
his original publication with five successive 
pamphlets, and the idea of inoculation with 
cowpox virus was rapidly taken up on the 
Continent and in America, so that within 
two years some 6000 people had been vac- 
cinated. 
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Fig. 1. Title page of the first edition of Jen- 
ner’s “Inquiries Into the Causes and Effects of 
the Variolae Vaccinae,” in which the immuniz- 


ing effect of cowpox against smallpox is first 
conclusively demonstrated. (Editor’s collection) 


It in no way detracts from the credit due 
to Jenner to point out that the idea of vac- 
cination against smallpox was by no means 
original, for it is true that no important dis- 
covery in medicine has ever been the work 
of a single mind. 

Edward Jenner was a general practitioner 
of medicine in a rural community and is one 
of a large group of men who have made im- 
portant contributions to medical science 
while engaged in active general practice. 


F. M. HANEs, M.D. 





Opposition to change has always had a great pre- 
servative effect on any human community. I can 
think of at least five mighty empires—Athens, 
Persia, Macedonia, Islam and in the nineteenth cen- 
tury, Turkey, (and I think I will soon be able to 
add Japan, Prussia and Italy) who went to ruin 
because they decided to expand, progress, do the 
new and startling thing instead of being content 
with a lesser but still substantial and happy way 
of life—Logan Clendening: Resistance to Change 
as a Contribution to Medical Progress, Connecticut 


State M. J. 7:521 (August) 1943. 
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THE NINETY-FOURTH ANNUAL 

SESSION OF THE AMERICAN 

MEDICAL ASSOCIATION 

After the lapse of a year, the American 
Medical Associazion held its ninety-fourth 
annual session in Chicago, June 12-16. De- 
spite the difficulty of travel and the pressure 
of work, more than 7000 doctors were regis- 
tered. Of these, 57 were from North Caro- 
lina. Our state was also well represented 
on the scientific program. 

Four North Carolina men read papers be- 
fore scientific sections. Two had scientific 


exhibits. One of these, Dr. Keith Grimson 
of Duke University, was awarded the silver 
medal for his exhibit on paravertebral sym- 
pathectomy for hypertension. The other ex- 
hibit, by Dr. Walter Kempner, also of Duke, 
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on the treatment of kidney disease and hy- 
pertensive vascular disease with rice diet, 
attracted more attention than perhaps any 
other.” Both these exhibits were shown at 
the meeting of our state society in Pinehurst. 

In the meeting of the House of Delegates, 
Dr. W. C. Davison was made chairman of 
the Reference Committee on Medical Edu- 
cation. This appointment was an honor for 
Dr. Davison and for North Carolina. The 
addresses of the officers were uniformly 
good. They are to be seen in the Journal of 
the American Medical Association. Perhaps 
the most dramatic incident of the House of 
Delegates meeting was the suspension of the 
order of business to consider—because of its 
urgency—a resolution introduced by Dr. 
Charles Gordon Heyd on behalf of the Coun- 
cil on Medical Education and Hospitals. This 
resolution put the A.M.A. on record as urg- 
ing strongly the deferment of enough pre- 
medical and medical students to keep our 
medical schools supplied with their normal 
student bodies. Since the army’s discontin- 
uance of its Specialized Training Program 
and the drastic order that no physically fit 
men be deferred in order to study medicine, 
the ranks of our medical schools must be 
seriously depleted or filled with women and 
physically unfit men. The resolution was 
passed with only one dissenting vote. 

The officers elected were acceptable to the 
overwhelming majority of those in atten- 
dance. Genial Roger Lee, of Boston, who 
is beloved by all who know him, was made 
president-elect. 

The general practitioners were again al- 
lowed two sessions under the auspices of the 
Section on Miscellaneous Topics. In 1941, 
in response to a number of resolutions ask- 
ing for the creation of a separate section for 
the general practitioners, the House of Dele- 
gates voted to allow the trial of such a sec- 
tion, to be made permanent if sufficient in- 
terest was shown in it. The first experi- 
mental sessions were held at the Atlantic 
City meeting in 1942, with Dr. Lucien Stark, 
of Norfolk, Nebraska, as chairman. The at- 
tendance on both days more than met expec- 
tations. This year Dr. J. Craig Bowman of 
Upper Sandusky, Ohio, was chairman of this 
section. The Mural Room of the Hotel Mor- 
rison was almost filled on both days. The pa- 
pers were all practical and interesting, and 
the discussions were good. 
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The War Meeting, held in the Masonic 
Temple on Wednesday night, was entirely 
too long. It did not begin until 8:30 p.m., 
and it is doubtful if half those who were 
present at the beginning stayed until the 
bitter end. In addition to the call to order, 
the invocation, the introduction of a long list 
of distinguished guests, and four musical 
numbers, there were six scheduled ad- 
dresses. Apparently no time limit was 
placed on the speakers, and obviously some 
of them might have said with Pascal that 
they had not had time to make their ad- 
dresses shorter. The most clearcut, forceful 
and arresting, as well as the briefest talk of 
the evening, was that of Dr. Robert Kho- 
Sheng Lim, Chief of the Supervisory and 
Planning Commission of the Chinese Army 
Medical Service. In crisp, elegant English 
he told of some of the achievements of 
Chinese medical men who were allotted to 
the armed forces in the ratio of 1 doctor to 
5000 soldiers. 

Chicago is handicapped by the lack of a 
great central auditorium, such as Cleveland, 
Atlantic City, Kansas City and a few other 
cities have; but it is fortunate in having ade- 
quate hotel facilities, and in being centrally 
located. Its local profession proved to be 
most hospitable hosts, and the program was 
well arranged. It was quite fitting that there 
should be a preponderance of addresses and 
exhibits on military medicine and surgery, 
on tropical diseases, and on chemotherapy. 
- Since Chicago is the headquarters of the 
American Medical Association, it was dis- 
courteous, to say the least, for the California 
delegation to offer a resolution asking for 
the retirement of Drs. Olin West and Morris 
Fishbein. California is one of the states 
given to doing the unexpected and uncon- 
ventional. The resolution was defeated by 
a vote of 144 to 9. It is inevitable that any- 
one who holds a position which puts him 
very much in the public eye must sooner or 
later be criticised more or less openly. The 
overwhelming vote of confidence given these 
two veteran servants of organized medicine 


in America, however, must have lessened 
greatly the sting of the criticisms aimed at 


them. 


EDITORIALS 
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SECOND ANNUAL MEETING OF THE 
AMERICAN GERIATRICS SOCIETY 
The American Geriatrics Society was 

founded at the Atlantic City meeting of the 
American Medical Association in 1942. No 
meeting was held last year, since the A.M.A. 
did not hold its scientific session. This year 
the second annual meeting was held in New 
York on June 9 and 10, preceding the 
A.M.A. meeting in Chicago. 

Dr. Malford W. Thewlis, Secretary of the 
Society, and Dr. Edward B. Allen, chairman 
of the program committee, had arranged an 
excellent, well balanced two-day program. 
On Friday morning a half-dozen papers were 
read and freely discussed. All were most in- 
teresting, but the two that were perhaps 
most appealing were “The Aging Mind” by 
Dr. I. L. Nascher and “Geriatric Practice’”’ 
by Dr. Thewlis. Dr. Nascher may be called 
the father of geriatrics. Although he is 80 
years old, his mind is alert and keen enough 
to be envied by men half his age. Dr. 
Thewlis’ paper, along with several others 
read at this meeting, is to be published later 
in the NORTH CAROLINA MEDICAL JOURNAL. 

On Friday afternoon a clinic was held at 
the Payne Whitney Clinic of the New York 
Hospital. A number of cases representing 
various psychosomatic problems of aging, 
medical and surgical, were presented by Dr. 
Oskar Diethelm and his associates. 

The annual dinner, held in the Hotel Com- 
modore at 7 p.m., was well attended. Dr. 
Diethelm, who is Professor of Psychiatry at 
Cornell and Psychiatrist-in-Chief of the 
New York Hospital, gave an excellent ad- 
dress on ‘Psychological and Psychopatho- 
logical Aspects of Aging’, and Dr. William 
Seaman Bainbridge spoke on “Our Debt to 
the Aging.” It may be recalled that Dr. 
Bainbridge is one of the eight strictly hon- 
orary members of the Medical Society of 
the State of North Carolina. His address 
was interesting and inspiring. 

On Saturday morning a clinic on “Clini- 
cal Problems Associated With Aging’ was 
held at the Polyclinic Hospital, and on Sat- 
urday afternoon the final session was held 
at the Hotel Commodore, with the presenta- 
tion of six worth-while papers. 

At a business meeting held on the evening 
of June 8 the following officers of the society 
were elected: 


’? 
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Honorary President: I. L. Nascher, M.D. 

Honorary Member: Lt. Col. J. W. Shuman, 
MC, USA 

President: Wingate M. Johnson, M.D., 
Winston-Salem, N. C. 

First Vice President: Walter E. Vest, 
M.D., Huntington, W. Va. 

Second Vice President: Edward B. Allen, 
M.D., White Plains, N. Y. 

Secretary: Malford W. Thewlis, M.D., 
Wakefield, R. I. 


Treasurer: Richard Kraemer, M.D., 
Wickford, R. I. 


The attendance on the meeting was sur- 
prisingly good, and all who came were well 
repaid. It is expected that the third annual 
meeting will be held again in New York next 
year, in conjunction with the American Med- 
ical Association. 


* *« * «* 


“GOBBLEDYGOOK LANGUAGE” 


In the New York Times Magazine for May 
21 former Congressman Maury Maverick 
has an article calculated to bring joy to the 
souls of those citizens who have had occa- 
sion—and who has not ?—to wrestle with the 
wordy documents sent out by various gov- 
ernment agencies. Mr. Maverick uses the 
word “gobbledygook” to describe such bu- 
reaucratic jargon, and says that he got his 
inspiration for the word from “the old 
bearded turkey gobbler back in Texas who 
was always gobbledygobbling and strutting 
with ridiculous pomposity. At the end of 
his gobble there was always a sort of gook.” 

Mr. Maverick’s article grew out of his 
own experience as a member of the War 
Production Board and later as chairman of 
the Smaller War Plants Corporation. Many 
a citizen who has never lived in Washing- 
ton, however, can sympathize with his out- 
burst. A recent example of gobbledygook 
language is the four-page Form WMC-NC- 
102 issued by the Division of Occupational 
Analysis and Manning Tables of the Bureau 
of Manpower Utilization of the War Man- 


power Commission. This form is for the, 
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guidance of physicians in the “Physical Ca- 
pacities Appraisal” of employed persons who 
may wish to change their occupation. The 
physician is instructed to “Leave blank all 
physical capacities for which the worker has 
full capacity ...Place a check before all ac- 
tivities for which the worker has partial 
capacity ... Place an “X” before all activi- 
ties for which the worker has no capacity.” 

In order to be sure that the doctor under- 
stands just what is meant by physical activi- 
ties, some twenty-seven definitions are 
given. A few of these, selected at random, 
are: 

Walking—Moving about on the feet by taking 
alternate steps, setting one foot before the other 
without running. 

Jumping—Projecting the body up, down, or hori- 
zontally through the air, primarily by the muscular 
action of the feet and legs. 

Running—Moving rapidly by using the feet and 
legs more quickly than in walking. 

Turning—Twisting partly around, or revolving 
completely about a vertical axis, usually involving 
the spine, trunk, neck and legs. 


Sitting—Resting upon the haunches or lower or 
posterior extremities of the trunk, as in occupying 
a bench, chair, saddle, etc. 


In addition, twenty-seven definitions of 
working conditions are given. Here are a 
few samples: 


Hot—Temperature sufficiently high to cause per- 
ceptible bodily discomfort. 

Cold—Temperature sufficiently low to cause per- 
ceptible bodily discomfort. 

Dusty—Air filled with smal] particles of any 
kind such as textile dusts, flour, wood, leather 
feathers, etc., and inorganic dust including silica and 
asbestos, which make the workplace unpleasant or 
are the source of occupational diseases. 

Vibration—Production of an oscillating or quiver- 
ing movement of the body or strain on the muscles, 
particularly of the legs and arms, as from repeated 
motion, pressure or shock. 

Working with Others—Job requires occupational 
cooperation with fellow workers or direct contact 
with the public. 


Working Alone—Job requires independent occu- - 


pational effort and virtually no contact with fellow 
workers or the public. 


Is there any wonder that there has been 
a paper shortage in the nation? 
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CASE REPORTS 


PSYCHOSOMATIC CONFERENCE 


DUKE UNIVERSITY SCHOOL OF MEDICINE 


Medical History and Findings 


DR. WALTER HACKETT: A 39 year old 
white divorced female was admitted to Duke 
Hospital on February 28, 1944, complain- 
ing of weakness, indigestion, headache, and 
nervousness. She had been under the im- 
pression for many years that she was suffer- 
ing from chronic brucellosis and that all of 
her symptoms were on the basis of that dis- 
ease. She dates the onset of this illness back 
to sixteen years ago, at which time she had 
night sweats intermittently for a period of 
approximately six months, and then devel- 
oped a fever, with chills, constant night 
sweats, and headaches, for three weeks. She 
was at first told that she had typhoid fever, 
but a few days later a diagnosis of brucello- 
sis was made on the basis of agglutination 
tests. Since then she has had frequent head- 
aches, occasional night sweats, and a low- 
grade fever when she becomes fatigued. Six 
years ago she took forty-eight tablets of 


sulfanilamide in the hope of curing her 


symptoms, but noticed no improvement 
whatsoever. She has been nauseated and 
vomits two or three times every week, us- 
ually about two or three hours after meals. 
She has found that if she eats snacks be- 
tween meals she does not vomit. She has 
been extremely nervous during her illness, 
being unable to sleep well, and not liking to 
be around people very much. At times she 
feels as if she is going to die, then she 
vomits, and soon afterwards feels better. 
At other times she has vague pains that last 
only a short period of time and make her 
feel as if she is going to “jump out of her 
skin.”’ She cannot explain exactly where the 
pains are. She weighed 136 pounds two and 
a half years ago, and now weighs 105 
pounds. She has been very weak and spends 
most of her time in bed. 

On admission her temperature was 37.4 
C., her pulse 90, her respirations 24, and 
her blood pressure 124 systolic, 90 diastolic. 

On physical examination the only positive 
findings were her general appearance of ex- 
treme malnutrition and pallor. The neuro- 
logic examination was also generally nega- 
tive. She appeared to be slightly dehydrated. 
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The hemoglobin was 13.9 Gm. or 90 per 
cent. There were 4,460,000 red blood cells 
and 5100 white blood cells, with a normal 
differential. Kahn, Kline and Mazzini tests 
were negative. The blood sugar was 91 mg. 
per 100 cc. Blood bromides were negative. 
A stool] examination was negative. The basal 
metabolic rate was minus 10. The electro- 
cardiogram was normal except for a dipha- 
sic T,. An x-ray of the chest revealed no 
definite abnormalities. A barium enema filled 
the colon without difficulty, but showed a 
moderate amount of spasticity in the trans- 
verse and proximal half of the descending 
colon. A gastro-intestinal series revealed no 
abnormalities. 

Two tests for Brucella agglutination were 
done, and the reports on both were negative. 
Two blood cultures revealed no growth of 
organisms. The opsonocytophagic test was 
strongly positive, as was a brucellergin skin 
test. 

The patient’s behavior varied from list- 
lessness to periods of agitation, crying, and 
complaining. She vomited almost daily. Be- 
cause of the severe reaction to the brucel- 
lergin skin test, desensitization with brucel- 
lergin in advancing doses was begun two 
days after admission. We were of the im- 
pression that the patient probably had had 
brucellosis but that it was now inactive and 
that most of her illness was on a psychiatric 
basis. Therefore, a psychiatric consultation 
was requested. 


Psychiatric History and Findings 


Dr. JOHN KNEIPP: The psychiatric com- 
plaints of this patient were apparent on ad- 
mission. Although she attributed her symp- 
toms to the brucellosis she had in 1928, many 
factors were thought to have existed before- 
hand. Dr. Menefee therefore requested a 
psychiatric consultation. 

At the time of the first interview the pa- 
tient showed signs of depression and agita- 
tion. After the third interview, following a 
discussion of her husband, a severe vesicular 
rash appeared over the palms of her hands 
and soles of her feet, which she said oc- 
curred when she was extremely nervous. 
Except for this reaction she has progres- 
sively improved during the past week, on 
several occasions being happy and showing 
some insight. She has admitted having no 
severe mood or thought disturbances and her 
sensorium has always been clear. She appar- 
ently is of normal intelligence. 











294 


The complaints which she has at the pres- 
ent time are, in approximate order of sever- 
ity: (1) nervousness, which makes her ex- 
citable and seclusive; (2) fatigability, which 
prevents her from working; (3) constipa- 
tion; (4) indigestion; (5) vomiting, accom- 
panying the indigestion; (6) headache; (7) 
dizziness and inability to keep her balance; 
(8) tenseness ‘‘to the extent that you can’t 
stand it—you’ve got to relax to stand it;” 
(9) a burning sensation in her stomach; 
(10) feelings of dying, with tingling and 
numbness, relieved by vomiting; (11) “a 
veil over my brain, a congested feeling in my 
head;” (12) a rattling noise in the occipital 
region when her head is shaken; (13) night 
sweats several times each month, and each 
night while she has been in the hospital; 
(14) tremor of the hands, which stay wet 
and cold, and peel when she is extremely 
nervous; (15) bloody stools three months 
ago for several days; (16) generalized rash 
over her body six months ago, at the time 
of her divorce; (17) feelings of “‘cold water 
poured all over you” just when she is going 
to sleep; (18) excessive thirst, requiring 
gallons of water to quench it. All the above 
symptoms the patient dates back to her ill- 
ness in 1928. There are certain indications, 
however, that the onset of the present com- 
plaints began before her illness in 1928, thus 
preceding a possible brucellosis infection. 

The patient’s family history is essentially 
negative for neuropsychiatric disorders. Of 
her mother the patient says that there is not 
any more generous, more tender-hearted 
person, and that she has been closer to her 
children than to the father. She has con- 
trolled her children by having the utmost 
confidence in them, and the children endeav- 
ored never to destroy this confidence. The 
father was a stern, stolid groceryman. He 
is said to have been very fond of the chil- 
dren when they were young, but to have had 
very little to do with them when they be- 
came a little older. He was thought of by the 
children as a stern and rigid father who 
would become disgusted with them if they 
did not do right. The father died ten years 
ago of “cardiac asthma.” The patient was 
the fourth of six children. One sister is a 
psychoneurotic. 


Her childhood and adolescence were es- 
sentially normal. There were no neuropathic 
traits of childhood and no symptoms of anx- 
iety until after her graduation from college. 
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She passed through school easily in the up- 
per third of her class, was attractive and 
“devilish’’, did her work well, and was liked 
by her teachers and classmates. In her 
junior year in high school she became 
fatigued; a diagnosis of hookworm was 
made, and after proper treatment she re- 
gained her former health. 

The patient led a normal life throughout 
her college years, complaining only of in- 
tractable constipation at the time. Soon after 
completing her college work she was mar- 
ried secretly to a man who was the only son 
of a widowed mother, and who was overly 
attached to this mother. After the marriage 
the patient went to a rural school to teach, 
boarding in a home where the diet was 
markedly deficient. There were no sexual 
relations between the patient and her hus- 
band until several months after the mar- 
riage because the patient had an extreme 
feeling of guilt about the secret marriage 
and was determined not to make it a com- 
plete marriage until her parents could be 
told about it. Following an occasion when 
her husband persuaded her to have relations 
with him she felt tremendously guilty, her 
constipation markedly increased, and she 
began taking excessive amounts of epsom 
salts. Four days after the incident she be- 
came extremely agitated and drove 75 miles 
to her parents’ home in the middle of the 
night. Because she was afraid of her father’s 
reaction to their secret marriage, she and 
her husband were married a second time 
with the knowledge of her parents. 

Following the announcement of the mar- 
riage she left her work and went to live with 
her husband in the home of his mother. The 
patient said that she immediately realized 
what a mistake she had made, because he 
was so indifferent to her. One month later 
she became nauseated and dizzy, threw her- 
self across the bed, and vomited. For two 
days thereafter she was so dizzy that she 
could not open her eyes. The constipation 
increased, and there were other episodes of 
vomiting. Four months later she became 
pregnant, and her vomiting became so pro- 
nounced that she lost 25 pounds. She was 
chronically tired and weak, and had no ap- 
petite. During the latter months of her preg- 
nancy she found out that her husband was 
unfaithful to her. 

After a difficult pregnancy she had a nor- 
mal delivery of a female child. For several 
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months after this she claimed that although 
she did not feel well, was very thin and nerv- 
ous, and suffered from constipation, she was 
extremely happy. 

In 1928 she began experiencing night 
sweats. In June of that year she became 
acutely ill and was found to have a temper- 
ature of 103 F. She was hospitalized for 
several weeks and a diagnosis of typhoid 
fever was made. Her blood was finally sent 
to the state laboratory and was found to be 
positive for undulant fever. Her brother at 
that time had undulant fever, as did two 
other individuals near her home. The pa- 
tient remained in bed for about a year. For 
the next year she was in bed practically all 
the time with the exception of about one- 
half hour a day. During most of this period 
she lived in her mother’s home. In 1932 she 
left her husband because of his infidelity 
and complete lack of interest in her. During 
the preceding four years he had spent very 
little time with his wife and child. Follow- 
ing the separation her symptoms of nervous- 
ness, constipation, and fatigability in- 
creased. There was a great deal of friction 
between the patient and her husband over 
financial matters, and with each such emo- 
tional upset she would have an exacerbation 
of her symptoms. 

Six years ago the patient instituted di- 
vorce proceedings on the grounds of deser- 
tion. At that time she had a generalized, 
severe cutaneous eruption. Shortly there- 
after she began to suffer from excessive 
menstrual flow, and had menopause induced 
by x-ray. 

Over the past few years the idea has be- 
come fixed that all of her complaints are on 
the basis of chronic brucellosis. 


Discussion 


Dr. E. MENEFEE: This case is particularly 
interesting to me, because we are frequently 
faced with similar problems—cases in which 
the patient is convinced that he has brucello- 
sis. I might add a few more details to the 
history. This patient wrote to Alice Evans 
of the U. S. Public Health Department about 
her condition and received an answer to this 
effect: “You have brucellosis, and if you can 
find a doctor to treat you, you will be cured 
of it.””’ Obviously this girl believes that. She 
wrote Dr. Hanes numerous long letters, de- 
scribing her symptoms. She insisted on com- 
ing in as a private patient, although ob- 
viously she should have been a ward case, 
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since she had no income and had borrowed 
money to get here. The first two or three 
days I could not get more than a few words 
out of her at a time, for she cried constantly. 
She quieted down after a few days and I 
talked her into taking a less expensive room. 
She was again quite upset for a few days 
and then quieted down. 

She does have a strongly positive skin test 
to brucellergin and she did get a systemic 
reaction. The agglutination tests for Brucella 
have been negative here. The so-called op- 
sonocytophagic index is highly positive. 
Therefore, according to the most commonly 
accepted interpretation, she is immune to 
brucellosis. From our view-point she is hy- 
persensitive. The only thing to do would be 
to attempt to desensitize her over a period 
of several months. I would do this by using 
increasing doses of brucellin, a protein ex- 
tract. I would not try shock desensitization. 
I am perfectly willing to assume she had 
brucellosis sixteen years ago. Most of our 
work at the present time would indicate that 
she is completely over that and does not have 
it now. Certainly her story of chronic con- 
stipation with alternate episodes of mucous 
diarrhea is psychiatric rather than medical. 
Dr. Forbus has informed me that histologi- 


» cal studies made in similar cases do not show 


widespread pathological changes, such as 
one would expect to find in definite organic 
disease. 

We have seen 20 to 25 acute cases of 
brucellosis in this hospital, and they have all 
made a perfectly uneventful recovery and 
developed nothing at all resembling this pa- 
tient’s picture. What I would like to know 
myself is: Are we dealing with the results of 
a chronic brucellosis or are we dealing with 
an essentially psychopathic individual in 
whom perhaps any disease would have pre- 
cipitated such symptoms? 

Dr. D. T. SMITH: I don’t think brucellosis 
has anything to do with this patient’s symp- 
toms. I believe that the case was incorrectly 
diagnosed. You must remember that the di- 
agnosis of typhoid fever was made first, and 
it is possible that the Brucella agglutinins 
at that time were a compensatory positive 
test. Brucellosis is a popular condition to 
fix upon now as a result of Evans’ wide- 
spread publications, which give the impres- 
sion to many psychoneurotics that they have 
brucellosis. This patient knows all about her 
apparent sensitivity to brucellosis. On the 
other hand, 50 per cent of doctors, nurses, 
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and University students, if tested, would 
give a skin test similar to hers. Ten to 12 
per cent would experience a systemic re- 
action to the test. This occurs in perfectly 
normal people. I would approve of desensi- 
tization in this patient and would combine 
that with constant suggestion that we get 
the same test results in perfectly normal in- 
dividuals who have never had clinical brucel- 
losis. Sometimes we can convince patients 
by using something as objective as a vaccine 
as a part of suggestive treatment. 

Dr. M. H. GREENHILL: Because of the con- 
tributions Dr. Smith and Dr. Menefee have 
made to the existing knowledge about brucel- 
losis, a large number of cases which have 
been diagnosed as brucellosis elsewhere are 
referred here for treatment. I understand 
that, in addition to these cases, scores of let- 
ters each year are sent to this hospital by 
patients asking for advice about brucellosis. 
I should like to ask Dr. Smith if in his large 
experience in the study and treatment of 
brucellosis he has found that many patients 
who have had the disease are left with com- 
plaints such as this patient has. Further- 
more, if there is such a condition as chronic 
brucellosis, do individuals suffering from a 
verified case of chronic brucellosis have com- 
plaints similar to those of this patient? 

Dr. SMITH: In general, patients who have 
had proven brucellosis do not have symp- 
toms such as this patient describes. In my 
opinion, such symptoms are not a residuum 
of brucellosis. I might add, furthermore, 
that not a single one of our proven cases of 
brucellosis has become chronic. However, 
when patients of this type come to us com- 
plaining that they have chronic brucellosis 
and have a positive skin test, we often have 
to treat them for brucellosis and then insist 
that their brucellosis is cured. 

DR. GREENHILL: We have had presented 
to this Conference today an example of a 
problem about which a controversy has 
raged in medicine. Some patients, after ex- 
periencing a fever of undetermined origin, 
may be found to have a positive agglutina- 
tion for Brucella. Some of these patients 
may have had brucellosis; others definitely 
have not had that disease. Of the latter 
group, a proportion have developed compen- 
satory positive Brucella tests for the typhoid 
or paratyphoid organism. If patients who 
have had a febrile illness, followed by posi- 
tive agglutination tests, complain of ill- 
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defined symptoms which fit into no definite 
category, the cases are sometimes errone- 
ously diagnosed as chronic brucellosis, the 
idea prevailing that this disease can be 
chronic and that because it might be a 
chronic debilitating illness, vague symptoms 
of nervousness and weakness are necessarily 
a part of it. Actually these patients are 
psychoneurotics who happened at one time 
to have a febrile illness and also a positive 
agglutination test or skin reaction. Both 
Dr. Smith and Dr. Menefee, who are author- 
ities in this field, do not believe that brucel- 
losis persists for years. They have implied 
today that symptoms of which this patient 
complains and for which she comes to the 
hospital for treatment have nothing whatso- 
ever to do with brucellosis, but that as a 
psychoneurotic she has grasped at brucel- 
losis as an explanation for her suffering. 

My conception of this case coincides with 
theirs. This patient has run the gamut of 
psychoneurotic symptoms, showing anxiety, 
hysterical manifestations, autonomic labil- 
ity, fatigability, and weakness, On the whole 
she presents the reaction of invalidism. It 
is not necessary to make a single diagnosis 
among the psychoneuroses, but if we were to 
attempt to do so, in my opinion this case 
fits most closely into the classification of 
neurasthenia. This apparently has been 
present since her early twenties. I believe 
that it is easy for all of us to follow the ex- 
acerbation of her symptoms as related to 
events occurring in her life. She strikes me 
as being a very dependent woman, seeking 
dependency first upon one individual and 
then on another, beginning with her mother, 
then transferring to her husband, to her 
mother-in-law, her daughter, and physician 
after physician. She constantly feels alone 
and rejected, and never being able to gain 
enough dependency, she strives through her 
illness to acquire it. Every demand made by 
difficult life situations pushes her further in- 
to her invalidism. Certainly she has had 
difficult life situations, but it is always a 
question in such cases as to how much the 
patients determine the difficulties they en- 
counter. 

It appears furthermore that there is an- 
other psychological mechanism involved in 
the production of the patient’s symptoms. 
Most of the patient’s life has been a constant 
battle against her husband. Even though 
she has not seen him for years, she continues 
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to battle with him within herself. This alone 
is enough to maintain constant fatigue. In 
such situations as this patients will derive a 
certain satisfaction from their illness, as 
much as if to say, “I am so sick. Look what 
you have done to me.” 

In most cases of so-called chronic brucel- 
losis which are finally referred to us as 
psychiatrists, we find a problem similar to 
the one presented today—namely, that of 
a psychoneurotic hiding behind a facade of 
a medical diagnosis, which has already been 
reinforced by the opinion of several physi- 
cians. Medical pathology within itself may, 
but does not frequently, cause a psychoneu- 
rosis. It is true, of course, that a debilitat- 
ing disease may produce autonomic instabil- 
ity, and in brucellosis of many weeks’ dur- 
ation, patients may show this, complaining 
even of anxiety and tachycardia to the ex- 
tent that the differential diagnosis of anx- 
iety neurosis has to be considered. Where 
complaints last for several months, however, 
it is our opinion that we are dealing with 
an inherent psychoneurosis, and not with 
chronic brucellosis. 

There is one other aspect of this general 
problem which occasionally comes to the at- 


tention of physicians. We have all seen pa-, 


tients who complain that they occasionally 
run a temperature in the neighborhood of 
one degree above normal. Some of these pa- 
tients are psychoneurotics who are hyper- 
active or who have general neuromuscular 
tension. Such a patient may be skin-tested 
for sensitivity to brucellin and will have a 
negative reaction. If, at a later date, he con- 
sults another physician for the same com- 
plaints and is skin-tested again, the first test 
will have caused him to become sensitized to 
brucellin and he will show a positive re- 
action. The second physician may therefore 
be led into making the diagnosis of chronic 
brucellosis. We have seen more than one 
psychoneurotic who has fallen into this cate- 
gory. 

The case presented today is another ex- 
ample of the inter-relationship of medical 
and psychiatric factors and of the impor- 
tance of taking both into consideration be- 
fore making a diagnosis. 





Fatigue spans the arch between health and dis- 
ease. We know that artificially exhausted animals 
are more susceptible to pneumonia—that _tuber- 
culosis is in part a fatigue problem. M. Z. Gross, 
Hygeia, October, 1942. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


A 55 year old railroad worker was ad- 
mitted to the Medical Service of the North 
Carolina Baptist Hospital on December 9, 
1943. He stated that he had known for five 
years that his blood pressure was elevated. 
During the early part of 1943 the systolic 
pressure was 160; he had never known it to 
be higher than that previously. He appar- 
ently felt well until July, 1943, at which time 
he fell from a freight car, breaking his left 
ankle and injuring his left thigh. He was 
admitted to another hospital, where, two 
days following the accident, his blood pres- 
sure was found to be 245 systolic, 140 dia- 
stolic. Examination of his urine showed a 
1 plus reaction for albumin and a few red 
and white blood cells. Venesection and other 
treatment produced little if any lowering of 
the blood pressure. 

In December, 19438, he started having oc- 
cipital and temporal] headaches for the first 
time in his life, and morning vomiting. He 
had never had dyspnea or chest pain. He 
had never noted blood in his urine, nor had 
he had back pain or any other urinary symp- 
toms. 

Physical examination showed slight ex- 
ophthalmus. The pupils reacted normally 
and the fundi showed choking of the discs 
with old, scattered, flame-shaped hemor- 
rhages. The arteries were tortuous and there 
was arteriovenous nicking. The heart was 
moderately enlarged to the left, and a blow- 
ing apical systolic murmur was heard. The 
lungs were clear and abdominal examination 
was negative. No significant changes were 
noted on neurological examination. 

The temperature, pulse and respirations 
remained normal. The blood pressure 
ranged between 240 and 280 systolic, 130 
and 165 diastolic. A number of voided urine 
specimens showed specific gravities ranging 
from 1.015 to 1.021, an acid reaction, no 
sugar, and albumin in varying amounts, 
from a trace to 2 plus. Microscopic exami- 
nation consistently showed a few white 
blood cells and red blood cells, and on one 
oceasion a few granular and hyaline casts. 
Three Fishberg concentration tests showed 
specific gravities of 1.020, 1.018, and 1.020. 
The hemoglobin was 15 Gm. The nonpro- 
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tein nitrogen was 34 mg. per 100 cc. A cold 
pressor test caused the blood pressure to rise 
in ten minutes from 245 systolic, 148 dia- 
stolic to 290 systolic, 150 diastolic; it fell 
to the initial level in thirty minutes. The pa- 
tient was given sedatives and magnesium 
sulfate on several occasions and was dis- 
charged on December 22, 1943. 

On January 20, 1944, he was admitted to 
the surgical service for a sympathectomy. 
The physical findings were essentially the 
same as before. Two days after admission 
a cystoscopy was done under spinal anes- 
thesia. He returned from the operating 
room with a blood pressure of 300 systolic, 
170 diastolic; he was very much nauseated 
and complained of roaring in his head and 
inability to see well. It was noted that there 
was drooping of the right eyelid. A venesec- 
tion was done and the blood pressure 
dropped to its former level. The next night 
it was noted that the patient had Cheyne- 
Stokes respiration and was in considerable 
respiratory distress, with bubbling rales 
throughout the chest. He was semicomatose. 
The blood pressure was recorded as 170 sys- 
tolic, 154 diastolic (?). Neurological ex- 
amination showed a bilaterally positive Bab- 
inski reaction, with poorly sustained ankle 
clonus. Hoffman’s sign was present bilater- 
ally. The left arm was flaccid; the right, 
somewhat spastic. Apparently the tendon 
jerks were equal. The right leg could be 
moved voluntarily. The action of the left was 
not well described. Abdominal reflexes were 
absent. A small venesection was done and 
the patient was given oxygen. He continued 
to sleep a great deal and was markedly re- 
tarded mentally when awake, although he 
would answer questions. He complained of 
pain in his head. His vision was poor and 
he was unable to retain foods. He partially 
regained function of the left arm and leg. 

A neurological examination made by the 
intern on January 27, 1944, showed no facial 
weakness. The lateral movements of the 
eyes were absent and there was marked 
weakness of the left arm and leg. The ten- 
don jerks were normal. Abdominal reflexes 
were absent except in the right upper quad- 
rant. A positive Babinski sign was obtained 
on the left. Hearing was poor on the right. 
There was thought to be stiffness of the neck 
with a positive Kernig sign. 

Retrograde pyelograms done at the time 
of the cystoscopy showed normal kidney 
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and psoas shadows. No stones were seen and 
the pelves appeared normal. There was mod- 
erate hypertrophic arthritis of the lumbar 
spine. The urine from each kidney was 
sterile. Phenolsulfonphthalein determina- 
tions were unsatisfactory because of blood 
in the urine. The urine two days after cys- 
toscopy was loaded with white blood cells, 
red blood cells, and granular and hyaline 
casts; it gave a four plus reaction for albu- 
min. 

On January 27, 1944, the patient was 
transferred to the medical service. The find- 
ings were essentially the same as before. 
Paralysis of the lateral gaze was noted. The 
fundi showed old and fresh hemorrhages, 
some exudate, and obliteration of the disc 
margins. There was weakness of the left 
arm and leg, with poor stereognostic and 
position sense. 

A phenolsulfonphthalein test showed a to- 
tal excretion of 47 per cent of the dye in two 
hours. Urine examinations showed many 
white blood cells, usually 5 to 10 red blood 
cells, some casts, and varying amounts of 
albumin. The white blood cell count ranged 
from 12,200 to 16,400; the hemoglobin from 
10.2 Gm. to 12 Gm. There were 3,150,000 
red blood cells. The nonprotein nitrogen 
varied between 25 and 50 mg. per 100 cc. 

The patient was digitalized. There were 
temporary fluctuations in blood pressure, 
but little change on the whole. At one time 
the patient had severe chest pain, relieved 
by nitroglycerin. On the morning of March 
21, 1944, he was found to be unresponsive; 
his respirations were shallow and rapid and 
his blood pressure was 300 systolic, 160 dia- 
stolic. He was given sucrose intravenously 
and coramine. Cyanosis increased, however, 
and the patient died. 


Discussion 


Dr. JOHN R. WILLIAMS, JR.: Several im- 


portant problems arise in this case. What 
was the etiology of the initial hypertension? 
Did the patient have malignant hypertension 
terminally? Was the accident nine months 
before his death in any way responsible for 
the marked increase in hypertension? Final- 
ly, what happened at the time of cystoscopy ? 

In a fairly large percentage of patients 
with hypertension, one can at least suspect 
some etiological factor. In this man’s record, 
there is no evidence that he had any disorder 
of the kidneys, of the nervous system, or of 
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any endocrine gland prior to the develop- 
ment of hypertension. Apparently his case 
must be classified as essential hypertension, 
etiology unknown. 

When he was first seen at this hospital 
six months after his accident, he had the 
classical signs and symptoms of malignant 
hypertension; marked elevation of both sys- 
tolic and diastolic blood pressures; the pres- 
ence of blood in his urine; and hemorrhages 
in the eyegrounds, associated with choking 
of the discs. The development of severe 
headacnes with associated nausea and vomit- 
ing is also compatible with this diagnosis. 
In malignant hypertension one generally 
finds only a moderate decrease in renal func- 
tion. Such was the case in this man, for his 
nonprotein nitrogen was normal and he was 
able to concentrate urine to a specific gravity 
of 1.020. Until the syndrome of malignant 
hypertension was clarified by Fishberg most 
people showing marked choking of the discs, 
hemorrhages and exudate in the eyegrounds, 
and severe hypertension were thought to 
have intracranial lesions. Since that time 
we have learned to recognize this as the 
classical picture of malignant hypertension, 
and we can be quite certain when all the 
above findings are present that the patient 
does not have a primary disorder of the 
brain. 

The patient had been feeling entirely well 
up until the time of his accident. Following 
it, he never recovered his health, and his 
blood pressure remained consistently ele- 
vated. We must try to decide if there is a 
causal relationship between his accident and 
the development of malignant hypertension. 
It is important to realize that it is probably 
the elevation in blood pressure per se in a 
susceptible individual, regardless of its 
cause, that is responsible for the develop- 
ment of malignant hypertension. It takes 
approximately six months of markedly ele- 
vated blood pressure to produce the typical 
picture of malignant hypertension. The de- 
velopment of symptoms in this case would 
lead us to suspect that the blood pressure 
became markedly elevated about the time of 
the accident. There are three different mech- 
anisms by which the accident might have 
produced a rise in blood pressure: first, by 
an injury to the kidney; second, by an in- 
jury to the brain; and third, by a severe 
psychic upset. 
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There are a variety of traumatic lesions 
of the brain. A subdural hematoma or an 
intracerebral hemorrhage could cause a 
marked rise in blood pressure, and either 
could be reasonably silent. However, the pa- 
tient was not rendered unconscious at the 
time of the accident, and apparently did not 
injure his head. It would seem quite unlike- 
ly that an intracranial hemorrhage could 
cause such a marked change in blood pres- 
sure without producing any mental or neu- 
rological symptoms at the time of the acci- 
dent. It is more difficult to exclude a sub- 
dural hematoma, although I believe it would 
be extremely unlikely for the patient’s blood 
pressure to have risen so much in such a 
short space of time without a marked in- 
crease in cerebrospinal fluid pressure, which 
should have given him a severe headache. 
This he did not have. 

Next, we must consider the possibility 
that the rise in blood pressure might have 
been due to damage to the kidney at the 
time of the accident. We know from experi- 
mental work and also from an occasional 
case report that it is possible for damage to 
one or both kidneys to produce a marked 
rise in blood pressure. In a person already 
having hypertension, less damage would be 
required to produce a marked rise in blood 
pressure than in a normal person. There are 
three types of injuries to the kidney which 
might result from such an accident: contu- 
sion, subcapsular hemorrhage, and _peri- 
nephric hemorrhage. Perinephric hemor- 
rhage can probably be excluded by the ab- 
sence of shock following the accident. Shock 
would almost certainly have occurred if he 
had lost enough blood into the perinephric 
space to cause compression of the kidney 
and a subsequent elevation in blood pres- 
sure. The possibility of a contusion of the 
kidney with hemorrhage into the parenchy- 
ma is a little more difficult to exclude, but 
the absence of gross hematuria would seem 
to be strong evidence against this diagnosis. 
A subcapsular hemorrhage could easily 
cause rather marked compression of the kid- 
ney with a relatively small amount of bleed- 
ing and thus cause the rise in blood pres- 
sure. It was apparently with this thought 
in mind that the cystoscopy was done, but 
unfortunately the cystoscopy was unsatis- 
factory. If such a lesion existed, one might 
expect a decrease in renal function on the 
affected side. The fact that the kidney out- 
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lines were normal is some evidence against 
this diagnosis. 

It has been recognized for a long time 
that psychic and emotional upsets can cause 
rises in blood pressure. We have all seen 
patients whose blood pressure varies in- 
versely with the stock market and directly 
with the severity of family quarrels. The 
pain and psychic upset associated with such 
an accident might well have played some 
role in the marked rise in this man’s pres- 
sure; however, I know of no way that this 
can be proven. 

It seems fairly clear that at the time of 
cystoscopy the patient had an intracerebral 
hemorrhage on the right side in the region 
of the internal capsule, with probably some 
leakage into the subarachnoid space to ac- 
count for the stiff neck and bilateral signs. 
From this time until death bleeding prob- 
ably continued intermittently, and a rupture 
into the ventricles prior to death might be 
suspected. There is no evidence in the record 
that the patient had heart failure. The epi- 
sode of chest pain relieved by nitroglycerin 
was probably angina pectoris. 

In summing up this discussion, I think 
that one can be quite certain that the patient 
had malignant hypertension superimposed 
on benign essential hypertension. In view 
of the lack of definite evidence of either cere- 
bral or renal injury, I doubt if the pathol- 
ogists are going to be able to tell us why 
he developed malignant hypertension. Of 
the precipitating causes of maJignant hyper- 
tension that might be found, a nephritic sub- 
capsular hemorrhage would seem the most 
likely. The terminal part of his illness was 
due to an intracerebral hemorrhage on the 
right. 

Dr. Williams’ Diagnoses 


. Malignant hypertension 
. Intracerebral hemorrhage, right. 
. Angina pectoris. 


ah 


Anatomical Discussion 


Dr. R. P. MOREHEAD: This patient pre- 
sented the pathological findings usually 
noted in individuals dying of malignant hy- 
pertension. The kidneys were finely granu- 
lar and tiny hemorrhagic areas could be seen 
scattered over the cortex of each organ. 
Microscopically, arteriolonephrosclerosis 


and arteriolonephronecrosis were present, 
and there was considerable replacement of 
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the kidney parenchyma by scar tissue. This 
is what one would expect to find, for most 
cases of malignant hypertension are super- 
imposed on pre-existing benign hyperten- 
sion. The heart was enlarged and weighed 
525 Gm. 

The other finding of interest was in the 
brain. In the right hemisphere, in the re- 
gion of the internal capsule, a large, irreg- 
ular area of blood clot which measured ap- 
proximately 4 cm. in diameter was seen. 
This had ruptured into the ventricle at one 
point. 

In summary, one can say that this is a 
typical case of malignant hypertension 
superimposed on benign hypertension, re- 
sulting in cardiac hypertrophy and_intra- 
cerebral hemorrhage. As Dr. Williams has 
pointed out, it is extremely difficult to estab- 
lish any relationship between the injury 
and the onset of malignant hypertension 
from an etiological standpoint. Unfortu- 
nately, therefore, we must classify this as 
one of the idiopathic cases of hypertension. 


Anatomical Diagnoses 


1. Arteriolonephrosclerosis and arteriolo- 
nephronecrosis. 

Cardiac hypertrophy. 

Intracerebral hemorrhage, right. 
Bilateral apical pulmonary scarring 
with adhesions. 


= 





MEDICOLEGAL ABSTRACT 


J. F. OWEN, M.D., LL.B. 
RALEIGH 


Expert testimony: The rule requiring 
expert testimony applies only to facts 
peculiarly within the knowledge of 
professional experts, and not to facts 
which may be ascertained by ordi- 
nary use of the senses of non-experts. 


This is an account of a civil action insti- 
tuted by an infant through his guardian 
ad litem against a surgeon for malpractice 
in removing a portion of the soft palate and 
uvula and injuring the anterior and pos- 
terior tonsillar pillars during the course of 
a tonsillectomy, and for trespass in remov- 
ing the uvula anda portion of the soft 
palate. 

The complaint alleged that because of the 
above mentioned injuries the patient could 
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not swallow in a normal manner, and that 
the child was unable to develop his speech 
properly and normally. 

In Superior Court, lay testimony bearing 
out the allegations of the plaintiff was in- 
troduced. The defendant did not offer any 
evidence, contending that no case had been 
made out, inasmuch as no medical testimony 
condemning the treatment was offered. The 
defendant’s lawyer, therefore, made a mo- 
tion for a directed verdict, which was 
granted by the Court, the verdict being for 
the defendant and against the plaintiff. The 
plaintiff then appealed his case to the Appel- 
late Court of the District, contending that 
both counts—that of malpractice and that 
of trespass—alleged in the complaint had 
been established, notwithstanding the ab- 
sence of expert testimony. He argued that 
expert testimony was not essential in this 
particular suit. 

When this case came on to be considered 


before the Appellate Court, this tribunal 
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held as follows: “So far as an understanding 
of the operation involved herein is con- 
cerned, it would appear to be a matter of 
common knowledge that the removal of a 
portion of the soft palate and of the uvula, 
is no part of a tonsillectomy. The location 
of the tonsils is a matter which is easily 
observable to anyone, and the location and 
function of the uvula and soft palate are 
matters of common knowledge, and of which 
the Court can take judicial notice.’’ At the 
same time, the court admitted that cases de- 
pending on a knowledge of the scientific ef- 
fect of medicine, or the result of surgery, 
must ordinarily be established by expert 
testimony. 

It was the opinion of the Court, therefore, 
that this case should have gone to the Jury 
for their decision, instead of having a di- 
rected verdict, and as a consequence the suit 
was returned to the court below for further 
consideration. (79 Pace. (2nd) 1386 Cali- 
fornia). 
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O situation confronting the medical man demands more discriminating judgment 


than the management of tuberculosis when complicated by pregnancy. 


To termi- 


nate the pregnancy, to institute collapse therapy, or to adopt a policy of watchful waiting 
must be decided in the light of all factors, pathological, physiological and emotional. In 
the weighing of these factors, the experience of men who have made a special study of 


such cases is valuable. 


PREGNANCY IN ADVANCED TUBERCULOSIS 


lungs. Of the 26 cases with an effective 





The clinical onset of tuberculosis in many 


women is associated with pregnancy. Since 
collapse therapy has improved the chances 
of the tuberculous patient in general, re- 
evaluation of the effects of pregnancy upon 
the disease was undertaken. A selected group 
of 26 patients with tuberculosis, treated 
with various types of surgery was observed 
before or during pregnancy. The average 


period of clinical and roentgenologic obser- 
vation was 9 years, during which 40 children 


were born of whom 36 were alive and well. 
Nine other pregnancies terminated prema- 
turely. Tuberculosis was confined to one 
lung in 15 patients. In 11 it occurred in both 


collapse, only four showed an unsatisfactory 
course during pregnancy or following child- 
birth and of these, three later improved, the 
fourth had a spontaneous abortion. In three 
patients in whom collapse therapy was not 
satisfactory, there was a reactivation follow- 
ing childbirth. 

In patients in whom the diseased areas of 
the lung are anatomically well collapsed, 
tuberculosis will not become active in preg- 
nancy. Phrenic nerve interruption alone is 
inadequate. Physiologic, social and patho- 
logic factors should be considered before 
determining the hazard of pregnancy but the 
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safest interval for a tuberculous woman to 
have children is during the period of effect- 
ive collapse therapy. 

The Harmful Influence of Pregnancy on 
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Advanced Tuberculosis as Modified by Col- 
lapse Therapy, J. W. Cutler, M.D., Amer. 
Jour. of Obstetrics and Gynecology, January 
19, 1944. 


THE TREATMENT OF THE TUBERCULOUS WOMAN DURING PREGNANCY 


Pregnancy was advised at one period as a 
preventive or curative measure. Later the 
opposite course was advocated and thera- 
peutic abortions were advised in all cases 
where the pregnancy was discovered before 
the fifth month. 

Gradually the treatment of tuberculosis 
has become an attempt to control the tuber- 
culous process itself. In this change of em- 
phasis the necessity of aborting the preg- 
nant tuberculous woman came to be ques- 
tioned. Most of the adverse reports on the 
effect of pregnancy on tuberculosis came 
from obstetricians who compared the nor- 
mal pregnant woman with the tuberculous 
pregnant woman. Pregnancy itself is a nor- 
mal physiological process and normally not 
harmful. Tuberculosis is an infectious dis- 
ease which annually kills thousands of 
women of child-bearing age even though 
pregnancy does not exist. A study of tuber- 
culous women, both pregnant and non-preg- 
nant, was undertaken directing the main 
effort of therapy against the disease pro- 
cess rather than against the normal physio- 
logical process to the end that the tubercu- 
lous pregnant woman could go to full term 
without interfering with her recovery from 
tuberculosis. 

The woman with active tuberculosis should 
have bed rest plus such additional methods 
of treatment as pneumothorax and other col- 
lapse therapy which would be used if preg- 
nancy were not present. Following labor 
more intensive treatment may be indicated 
to prevent a spread of the disease. Ther- 
apeutic abortion should be done only if a 
condition is found, other than the tubercu- 
losis, to warrant it. 


The arrested case of tuberculosis who be- 
comes pregnant after leaving the sanator- 
ium should receive more careful prenatal 
care than if tuberculosis did not exist. Many 
return to the sanatorium for care. Treat- 
ment varies with the condition. In general 
they receive modified bed rest for two or 
three months prior to delivery and strict bed 
rest for a month or six weeks follow- 
ing delivery. They are then allowed 
some activity and sent home when their 
babies are about three months old. The 
babies are isolated in the nursery until this 
time. Results in a series of cases extending 
over a_ nineteen-year period show that 
among 92 pregnant women who were studied 
21 per cent died, while among 2,230 women 
of the same age group discharged for the 
first time from the sanatorium there were 
837 deaths or 39 per cent. The group is too 
small for definite conclusions but it does 
seem to indicate that when tuberculosis is 
properly treated pregnancy does not ad- 
versely affect it. The higher death rate in 
the non-pregnant group is unexplained. 

Treatment of the pregnant woman with 
tuberculosis by the most modern means of 
combating the disease, together with equally 
modern prenatal care, apparently offers her 
as good a chance for recovery from her 
tuberculosis as though pregnancy did not 
exist. 


The Treatment of the Tuberculous Woman 
During Pregnancy, E. S. Mariette, M.D., 
Leonard M. Larson, M.D., J. C. Litzenberg, 
M.D., American Journal of the Medical 
Sciences, June, 1942. 


TUBERCULOSIS AND PREGNANCY 


Type of Delivery 

When delivering a woman with active pul- 
monary tuberculosis the severity of the ill- 
ness and the extent of the lesion must re- 
ceive consideration. The internist or phthi- 
siologist must be responsible for the tuber- 
culous condition during confinement just as 
he has been during pregnancy. 





It seems good obstetrics to allow these 
women to come to term and deliver natur- 
ally. However, to induce labor ten to four- 
teen days early, when the condition of the 
patient permits, saves time when the load of 
pregnancy is greatest. The doctor should be 
liberal with analgesia during the early 
stages of labor and supportive treatment is 
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necessary. The main points I wish to stress 
are: relieve pain, conserve energy, save 
blood and support the patient. 
EK. P. ALLEN M.D. 

Care 

The most important thing during the 
puerperium and the months following is to 
treat the tuberculous disease. If the disease 
is under control, the outlook for the future 
is good. If in spite of therapy the disease 
progresses the prognosis is bad. The future 
destiny of the pregnant tuberculous female 
is dependent upon the character and the con- 
trol of the tuberculous disease. 


GEORGE G. ORNSTEIN, M.D. 
Indications for Abortion 

Labor should not be induced in a case of 
pregnancy past the 28th week. In the rapid- 
ly progressive caseous type of tuberculosis, 
abortion should be avoided in the interest of 
the fetus. Where recovery from tuberculosis 
is highly probable, abortion should be done 
if the pregnancy has not advanced beyond 
the 12th (possibly the 16th) week. In other 
types of cases no rules can be formulated. 
Judgment must be based upon an adequate 
knowledge of the determining factors in 
each case. Conservation of pregnancy is 
usually safer than therapeutic abortion. _ 

WILLARD R. COOKE, M.D. 


Should She Bear Children? 


The average woman with arrested tuber- 
culosis is a desirable candidate for mother- 
hood. She has been physically tested and 
psychologically disciplined by disease and 
will cooperate intelligently. There should 
be a period of about two years following 
arrest before it is safe to consider bearing a 
child. Consideration must be given to the 
economic situation of the prospective moth- 
er. Only the best of care and freedom from 
domestic responsibility will suffice to keep 
her well following delivery. 


LEWIS J. MOORMAN, M.D. 
From a Symposium on Tuberculosis and 


Preqnancy, Transactions of Nat'l. Tuber. 
Assn., 1941. 





Treatment of the pregnant woman with tuber- 
culosis by the most modern methods of combating 
the disease together with equally modern prenatal 
care apparently offers her as good a chance for re- 
covery from her tuberculosis as though pregnancy 
did not exist. E. S. Mariette, M.D., et al. Trans. Nat. 
Tbe. Assn., 1941. 
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NEWS NOTES FROM THE UNIVERSITY OF 

NORTH CAROLINA SCHOOL OF MEDICINE 

A Conference on Inter-American Affairs was held 
at the University of North Carolina from June 21 
to June 23. The following people took part on 
the program: 

Mr. Archibald MacLeish, Library of Congress, 
Washington, D. C., “Responsibilities of the 
United Western Hemisphere in a Post-War 
World.” 

Mr. Joseph E. Pogue, Vice-President, Chase Na- 
tional Bank, New York, “Oil in the Americas,” 

Dr. Janet W. Mackie, Medical Section, Division 
of Health and Sanitation, Office of the Co- 
ordinator of Inter-American Affairs, Washing- 


ton, D. C., “Adaptation of Public Health 
Practices to Foreign Cultures.” 
* * * 


Dr. A. T. Miller, of the Department of Physiol- 
ogy, has recently been promoted to Associate Pro- 
fessor. 

* * * 

Dr. Edwin P. Hiatt, of the Department of 
Physioloz;y of the New York University College of 
Dentistry, has recently been appointed Associate 
Prcfessor of Physiology in this school and will 
begin his duties here on September 1. 

* * ok 

Dr. John B. Miale, pathologist at Ray 
Sanatorium and former resident in pathology at 
Cornell Medical Scheol, New York Hospital, will 
join our faculty on September 1 as Instructor in 
Pathology. 


Brook 


* * x 
The students of the University of North Caro- 
lin. Scheol of Medicine who will complete their 
first two years of medicine in September, 1944, 
have been trancferred to the following schools for 
their third snd fourt years: 
Leon Ashby Adams, Warrenton, N. 
versity of Virginia 
Robert Jeckson Andrews, Wilmington, N. C. 
University of Tennessee 
John Vincent Arey, Gold Hill, N. C. — Harvard 
Charles Clifford Barringer, Conover, N. C.— 
Jefferson Medical College 
William Harrison Bell, Jr., Newport, N. C. —Cor- 
nell 
Hu Al PBkeke, Spartanburg, S. C. — Jefferson Med- 
ical College 
Earl Eugene Correll, 
versity of Tennessee 
Harry Ruffield Cox, 
University of Virginia 
David Bennett Crawford, Charlotte, N. C.-— New 
York University 


Cc. — Uni- 


Kannapolis, N. C.— Uni- 


Portsmouth, Virginia — 


Walter Lee Crouch, Wilmington, N. C.— Uni- 
versity of Maryland 
John Woodrow Davis, Charlotte, N. C. — Jeffer- 


son Medical College 


Junius Weeks Davis, Jr., Edenton, N. C. — Med- 
ical College of State of S. C. 

Herman Lee Earnhardt, Salisbury, N. C.— Uni- 
versity of Maryland 

Walter Eugene Furr, Jr., Franklin, N. C.— 


Northwestern University 

John Stuart Gaul, Jr., Charlotte, N. C. — Temple 
University 

James Hubert Hawkins, Marion, N. C. — Jeffer- 
son Medical College 
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John Fox Kendrick, Jr., Raleigh, N. C.— Wash- 
ington University 

Bruce Jack Kessler, Leeksville, N. C. — Univer- 
sity of Louisville 

Francis Parker King, Wilson, N. C. — Harvard 

Allan Henry Lee, Dunn, N. C.— Jefferson Med- 
ical College 

Carroll Hoyt Lippard, Wilmington, N. C. — Uni- 
versity of Pennsylvania 

Lewis Burgin MacBrayer, Jr., Sanatorium, N. C. 
— Medica! College of State of S. C. 

Isaac Vaughn Manly, Goldsboro, N. C.— Harvard 

James Hollowell Manly, Jr., Goldsboro, N. C.— 
University of Pennsylvania 

Henry Burwell Marrow, Jr., Smithfield, N. C.— 
Medical College of State of S. C. 

Otto Stevens Matthews, Roseboro, N. C.— Uni- 
versity of Maryland 

John Joseph Mayer, Stratford, Conn. — Jefferson 
Medical College 

Clarence Mason Miller, Wallace, N. C. — Jeffer- 
son Medical College 

George Dia! Penick, Raleigh, N. C. — Harvard 

Robert Kay Quinnell, Carlisle Barracks, Pa, — 
Cornell 

William Edmond Rabil, Weldon, N. C. — Univer- 
sity of Virginia 

Robert Ray Rascoe, Jr., Reidsville, N. C.— Uni- 
versity of Pennsylvania 

Charles A. Speas Phillips, Chapel Hill, N. C.— 
Northwestern University 

Charles Foster Scarborough, Mount Gilead, N. C. 

- — Jefferson Medical College 

George Andrew Smedberg, Atlanta, Georgia — 
University of Louisville 

John Mitchell Sorrow, Charlotte, N. C.— Uni- 
versity of Pennsylvania 

Robert Spruill Spain, Greenville, N. C. — Wash- 
ington University 

Morton Paul Svigals, Warren Point, N. J. — New 
York Medical College 

Margaret Catherine Swanton, Washington, D, C. 
—Johns Hopkins University 

Charles Walter Tillett, III, Charlotte, N. C.— 
Johns Hopkins University 

Albert David Warshauer, Wilmington, N. C.— 
Washington University 

Edwin Julius Wells, Jr., Fayetteville, N. C.— 
University of Pennsylvania 

Richard Armstrong Worsham, Jacksonville, 
Florida — Jefferson Medica] College 





NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 
Dr. Arthur Grollman has resigned as Research 
Professor of Medicine and has accepted a position 
at the Southwestern Medical Foundation Medical 

School at Dallas, Texas. 


* * * x 


Dr. J. E. Hemphill, formerly Associate Radiologist 
at Duke Hospital, joined the faculty of the Bowman 
Gray School of Medicine as Associate Professor of 
Radiology on July 1. Dr. Hemphill received his 
M.D. degree from the University of Virginia and 
has held positions at the U. S. Marine Hospital at 
Baltimore and at the U. S. Public Health Service 
Hospitals at Portland, Fort Worth, and Boston, He 
has been at Duke Hospital since 1940. 


* * %* & 


Dr. William M. Govier, Dr. Robert P. Morehead, 
and Dr. George T. Harrell participated in the pro- 
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gram of the Scientific Assembly at the recent meet- 
ing of the American Medical] Association. Dr. Govier 
took part in a symposium on Vitamins, Amino Acids 
and Enzymes, speaking on “The Rationale for the 
Use of Vitamins in the Therapy of Shock and 
Anoxia.” Dr. Morehead gave a paper on “Carcinoma 
in Young Individuals” before the Section on Pathol- 
ogy, and Dr. Harrell discussed a paper on “The 
Dysenteries” by Lt. Col. T. T. Mackie before the 
Sessions for the General Practitioner. 
* * * * 


Dr. Wingate M. Johnson, Professor of Clinical 
Medicine, was elected President of the American 
Geriatrics Society at its second annual session, held 
in New York June 8-10. 


* * * * 


Dr. George T. Harrell, of the Department of Med- 
icine, was on the program of the American Society 
for Clinical Investigation, meeting in Atlantic City 
on May 8. The subject of his paper was “The Re- 
action in Humans to Phosphatide Fraction of Hu- 
man Tubercle Bacilli.”. He was elected to serve on 
the editorial committee of the Journal of Clinical 
Investigation for a term of six years. 





NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 

As late as 1914, the typhoid fever death rate in 
North Carolina was 35.8 per 100,000 inhabitants. 
Ten years later, that is, in 1924, the rate had 
dropped to 9.9; in 1934 it was 2.8. What it will be 
this year we do not know, but last year it was only 
0.5, with only nineteen deaths out of more than 
three and a half million persons living in this State. 

In the fight against the preventable disease of 
typhoid fever we have made excellent progress, but 
only because we have improved our sanitation and 
availed ourselves of vaccination. 

Whenever the person receiving the vaccine has 
never been immunized previously he is given an 
injection each week for three doses. The immunity 
produced in this way rises steadily for several 
months, and then slowly declines for the next few 
years. After three years, the immunity usually has 
dropped to a point that warrants repetition of three 
weekly doses. 

However, rather than let one’s immunity drop 
quite so low, it is now the recommended procedure 
to have an annual booster dose of the typhoid vac- 
cine each year starting the year after the initial 
three doses were received. This method holds the 
individual’s immunity at a higher average level than 
repeating the three doses every thre years, and 
usually causes less reaction. 

Safe water, food, and milk constitute the pro- 
tection against typhoid for the community. Typhoid 
vaccination is the method of protecting each individ- 
ual should a source of infection penetrate the com- 


‘munity defenses. 


x * * * 


The new $80,000 public health center’ in Goldsboro, 
Wayne County, North Carolina, was dedicated with 
appropriate exercises on May 25, when the princi- 
pal guest speakers were Governor Broughton and 
Dr. Milton J. Rosenau, who was the first dean of 
the North Carolina School of Public Health at 
Chapel Hill. A message of greetings and congratu- 
lations was delivered by Dr. Carl V. Reynolds, 
North Carolina State Health Officer. This new build- 
ing is modern in every respect and meets every 
public health requirement. 
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Numerous complaints have reached the State 
Board of Health, both directly and from intermedi- 
ate sources, concerning insanitary conditions in rest 
rooms—toilets, if you please—in certain bus _ sta- 
tions and gasoline filling stations throughout the 
state. Such complaints, the State Health Officer 
points out, have not fallen on deaf ears but will be 
looked into and, if necessary, the law will be invoked 
to correct them. 


“In this connection,” the State Health Officer con- 
tinued, “it is desirable that insanitary conditions in 
lunch rooms, as well as rest rooms, be brought to 
the attention of public health officials, in order that 
remedial measures be taken to protect the public 
against such diseases as might result from the in- 
sanitary handling of food. We may not be able to 
obtain, either for our own tables or at public eating 
places, all the varieties of foods which we normally 
consume, especially steaks and the like, but this 
does not give those who serve food in public places 
the right to relax their sanitary efforts. 

“So far as the State Board of Health is con- 
cerned, it proposes to enforce sanitary laws to the 
best of its ability, with all the means at its disposal, 
let the chips fall where they may; and, in turn, the 
public is asked to give its cooperation, first by bring- 
ing infractions to the attention of those responsible 
for them—and, if this does not work, by reporting 
them either to the county health officials or to the 
State Board of Health, directly, and the necessary 
information will be transmitted to those who can 
and will take action.” 





EDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 


Dr. Paul Whitaker of Kinston, President of the 
State Medical Society, addressed the Edgecombe; 
Nash Counties Society at its regular meeting on 
June 14 in Rocky Mount. His subject was “Medical 
Care in North Carolina”, and much of his talk was 
devoted to a discussion of Governor Broughton’s 
proposals to establish a four-year medical school 
and a hospital at Chapel Hill. The Edgecombe-Nash 
Counties Society is the only county society in the 
state which has officially opposed the governor’s 
proposals. 





FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Kenneth Pickrell, Associate Professor of Plas- 
tic Surgery at Duke University, was guest speaker 
at the June meeting of the Forsyth County Medical 
Society, held in Winston-Salem on June 13. His 
subject was “Sulfadiazine Treatment of Burns.” 





AUXILIARY TO ASHEVILLE CITY GUIDANCE 
CLINIC ORGANIZED 


Under its new president, Junius Allison, the Ashe- 
ville Mental Hygiene Society has organized an auxil- 
iary to the City Health Department’s Guidance 
Clinic directed by Dr. Tom A. Williams, neurologist 
formerly of Washington, D. C. Officers were elected 
at organization meetings held in May, and commit- 
tees were appointed on the purchase of books for 
the library, the organization of study groups, and 
the procurement of better moving pictures. A pro- 
gram on “How To Choose a Career” was presented 
at the June meeting of the Auxiliary. Meetings will 
be held on the third Thursday of each month and 
a series of interesting programs have been planned. 
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PENICILLIN DISCUSSED AT FAYETTEVILLE 

Dr. Charles H. Rammelkamp, now attached to the 
respiratory commission at Fort Bragg and previ- 
ously engaged in intensive research work on penicil- 
lin in Boston and Chicago, addressed a meeting of 
physicians and dentists from sixteen counties on 
experiences with penicillin. The meeting was held 
in Fayetteville on May 23 with 170 doctors and 
dentists in attendance. 





NORTH CAROLINA DOCTORS ATTENDING 
THE A.M.A. MEETING 
The following doctors were registered from North 
Carolina at the Ninety-Fourth Annual Session of 
the American Medical Association, held in Chicago 
June 12-16: 


H. Hartwell Bass, Jr., Henderson 

Newsom P. Battle, Rocky Mount 

Orville E. Bell, Richlands 

Harry L. Brockmann, High Point 

Captain Joseph C. Buchert, M. C., Charlotte 
Lawrence M. Caldwell, Newton 

Asher S. Chapman, Seymour Johnson Field 
A. M. Cornwell, Lincolnton 

Carlton A. Davenport, Hertford 

Wilburt C. Davison, Durham 

Susan Coons Dees, Durham 

Benvenuto R. Dino, Asheville 

B. O. Edwards, Asheville 

Strauss Elias, Fort Bragg 

Leon H. Feldman, Asheville 

Major David C. Frick, M.C., Winston-Salem 
Seymour Glasser, Charlotte 

William M. Govier, Winston-Salem 

Keith S. Grimson, Durham 

E. C. Hamblen, Durham 

Frank K. Herder, Greensboro 

George T. Harrell, Winston-Salem 

Charles F. Hawes, Rose Hill 

William C, Highsmith, Fayetteville 

F. M. Houser, Cherryville 

Arthur A. James, Jr., Sanford 

Lt. Col. Paul H. Jenkins, M.C., Charlotte 
Wingate M. Johnson, Winston-Salem 
Walter Kempner, Durham 

Capt. Nathan Kreeger, M.C., Camp Mackall 
William Leifer, Fort Bragg 

Capt. Harold H. Lowenstein, M.C., Camp Sutton 
I. Hayden Lutterloh, Sanford 

Charles C. Massey, Charlotte 

K. M. Mathiesen, Pittsboro 

Frank J. McDonough, Fort Bragg 

Ross S. McElwee, Statesville 

John P. U. McLeod, Marshville 

C. G. Milham, Hamlet 

Alex S. Moffett, Banner Elk 

Robert P. Morehead, Winston-Salem 

Ralph Mosteller, Wilmington 

William W. Noel, Henderson 

Charles C. Orr, Asheville 

Z. D. Owens, Elizabeth City 

Alban Papineau, Plymouth 

Charles H. Rammelkamp, Fort Bragg 

W. Locke Robinson, Mars Hill 

Wilfred N. Sisk, Asheville 

Major Jack H. Sloan, M.C., Greensboro 

W. C .Thomas, Winston-Salem 

Edward E. Vivirski, Seymour Johnson Field 
Lew Wallace, Fletcher 

Hugh A. Watson, Greensboro 

Harry Winkler, Charlotte 

Grover C. Wrenn, Siler City 

Lt. Comdr. Orville M. Wright, M.C., Cherry Point 
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NEws NOTES 

John D. Wilsey, M.D., has opened offices in the 
Nissen Building, Winston-Salem, for the practice 
of ophthalmology. 





AMERICAN COLLEGE OF CHEST PHYSICIANS 

At the Annual Meeting of the American College 
of Chest Physicians held at Chicago, June 10-12, 
1944, Dr. Merle D. Bonner, Guilford County Sana- 
torium, Jamestown, North Carolina, was reelected 
as the Governor of the College for a term of three 
years. 

Dr. Karl Schaffle, Asheville, was reelected as 
Regent of the College for District No. 4, comprising 
the states of Florida, Georgia, North Carolina, 
South Cerrolina, and Virginia, for a term of three 
years. 

; Physicians from North Carolina who attended the 
meeting were: 

Dr. Bert O. Edwards, Asheville 

Dr. Leon H. Feldman, Asheville 

Dr. Charles C. Orr, Asheville 

Dr. Claude G. Milham, Hamlet 

Dr. Alban Papineau, Plymouth 

Dr. George T. Harrell, Winston-Salem. 





AMERICAN BOARD OF OPHTHALMOLOGY 
Change of Address 
Please note that the Executive Office of the Board 
has moved. 
All correspondence should be addressed to the 
American Board of Ophthalmology 
Cape Cottage, Maine 
New Directory 
The third edition of the Directory of Medical 

Specialists listing names and biographic data of all 

persons certified by the fifteen American Boards is 

to be published early in 1945. Collection of bio- 
graphic data of the diplomates certified since the 

1942 edition, and revision of the older listings in 

that volume are now going forward rapidly. Diplo- 

mates are requested to make prompt return of 

their notices regarding their biographies as soon 

as possible after receiving the proper forms from 

the publication office soon to be mailed to them. 
Examinations, 1945: 

Los Angeles, January. During Mid-Winter Course. 
(This examination to be held if the number of 
applications warrant it). 

Deadline for applications: October 1. 

New York City, June. Exact dates to be announced 
in various Journals about January 1. 

Deadline for applications: December 1. 

Chicago, October. Exact dates later. 
Deadline for applications: April 1. 

Note: All examination dates contingent on war and 

transportation conditions. 
Please write at once for application blanks to: 


American Board of Ophthalmology 
Cape Cottage, Maine 





INTERNATIONAL COLLEGE OF SURGEONS 


The Ninth Annual Assembly of the International 
College of Surgeons will be held on October 3, 4, 5, 
1944 at the Benjamin Franklin Hotel in Phila- 
delphia, Pa. The program will be devoted to War, 
Rehabilitation and Civilian Surgery. 

Eminent surgeons in Government, Military and 
Civilian practice have been invited to attend and 
present papers pertinent to surgery in their particu- 
lar field of endeavor. 
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THE ROCKEFELLER FOUNDATION 
INTERNATIONAL HEALTH DIVISION 


Announcement of changes of administrative officers 
of International Health Division affecting the 
United States, Canada and Mexico 

The International Health Division of The Rocke- 
feller Foundation announces the appointment of Dr. 
Hugh H. Smith as Regional Director for the United 
States, Canada and Mexico to succeed Dr. John A. 
Ferrell, who, on July 1, 1944, became Medical Di- 
rector of the John and Mary R. Markle Foundation 
located at 14 Wall Street, New York City. Dr. Smith 
has been a staff member of the International Health 
Division since 1930 serving in the New York Lab- 
oratories of the Division, in Jamaica, Brazil, Colom- 
bia and Great Britain. He has been stationed in 
London for the last three years and has just re- 
turned to this country. 

The regular program of the Markle Foundation 
does not include a fellowship program or the routine 
public health services. It does, however, allow aid 
to research in certain diseases and deficiencies of 
interest to the health authorities. Its field has been 
broadened mainly as a war activity in respect to 
tropical diseases. 

The changes above have been hastened somewhat 
by other developments in the Division. Dr. W. A. 
Sawyer, the former Director of the Division, on June 
1 became the Health Director of the United Nations 
Relief and Rehabilitation Administration and Dr. 
George K. Strode succeeded him as Director. 





FELLOWSHIPS IN HEALTH EDUCATION 


To provide men and women professionally trained 
in public health work who will aid the nation’s army 
of polio fighters, The National Foundation for 
Infantile Paralysis has set aside the sum of $50,000 
for fellowships in health education. 

Candidates for health education fellowships will 
be selected by an advisory committee of the U. S. 
Public Health Service, and those accepted will be 
assigned to schools of public health at Yale Uni- 
versity, the University of Michigan and the Uni- 
versity of North Carolina, 

A Bachelor of Science degree, or its equivalent 
from a recognized college or university, is an es- 
sential qualification for one of these fellowships 
leading to the Master of Science degree in public 
health, This postgraduate training will consist of 
nine months’ academic work, followed by three 
months of supervised field experience. 

Women between the ages of nineteen and forty 
who have the above educational qualifications and 
who are citizens of the United States are eligible. 
Men who are United States citizens over thirty 
years of age also may apply, and the War Man- 
power Commission has declared Selective Service 
registrants in 4F and 1AL classifications as eligible 
for health education fellowships. 

A fellowship in health education covers a stipend 
to the trainee of $100 monthly for twelve months; 
tuition and university fees to the school; and ex- 
penses for field service. Applications are obtainable 
from the Office of the Surgeon General, U. S. Public 
Health Service, Washington (14), D. C. Applica- 
tions must be accompanied by a transcript of col- 
lege credits and a small photograph, and must be 
in the Office of the Surgeon General not later than 
August 15, 1944. 
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REFRESHER COURSE IN OTOLARYNGOLOGY 

The University of Illinois College of Medicine 
announces that its fall didactic and clinical refresher 
course for specialists in otolaryngology will be held 
at the College from September 25 to 30 inclusive. 
The fee for the course is $50.00. Since registration 
is limited to twenty-five, applications should be filed 
as early as possible. Write for information to De- 
partment of Otolaryngology, University of Illinois 
College of Medicine, 1853 West Polk Street, Chicago 
12, Illinois. 





“CLEANLINESS AND HEALTH” 

“Cleanliness and Health” is a new illustrated bul- 
letin for employers, industrial physicians and public 
health workers, issued by the Cleanliness Bureau of 
the Association of American Soap and Glycerine 
Producers, Inc. It describes in words and pictures 
some of the most recent literature, posters, plans, 
and methods for conserving health and promoting 
safeiy through proper attention to cleanliness pro- 
cedures, 

The first issue deals with industrial dermatoses, 
women in industry, health practices of restaurant 
employees, handwashing, and plant housekeeping. 
Some of the material described is source material 
for professionals; some is for general distribution to 
employees. Future issues will appear as new data 
warrant. 

The new publication is offered free to industrial 
physicians, health agencies and officers, safety di- 
rectors, personnel workers and others whose work 
is affected by cleanliness. Sample copies may be 
obt:ined from Cleanliness Bureau, 11 West 42nd 
Strect, New York 18, N. Y. This is a non-profit 
organization which has been conducting an educa- 
tionol program since 1926. 





BULLETIN 
WHEN POLIO STRIKES— 
HELPFUL HINTS For EVERYONE 


Publication No. 51—Additional copies of this bul- 
letin may be obtained without charge from The 
National Foundation for Infantile Paralysis, Inc., 
120 Broadway, New York 5, N. Y. 

1. During an outbreak of infantile paralysis be 
alert to any early signs of illness or changes in nor- 
mal states of health, especially in children. Do not 
assume that a stomach upset with vomiting, consti- 
pation, diarrhea, severe headache or signs of a cold 
and fever are of no importance. These may be 
among the first symptoms of infantile paralysis. 
All children and adults sick with unexplained fever 
should be put to bed and isolated pending medical 
diagnosis. 

2. Don’t delay calling a physician. Expert medical 
care given early may prevent many of the crippling 
deformities. Proper care from the onset may mean 
the difference between a life of crippling and nor- 
mal recovery. 

3. Today there is no known prevention or protec- 
tion against infantile paralysis. All that can be done 
is to provide the best possible care. Your doctor, 
your health officer and your local Chapter of The 
National Foundation for Infantile Paralysis can and 
will do everything in their power to see to it that 
your community is ready to meet an epidemic. 

4, Observe these simple precautions: 


(a) Avoid overtiring and extreme fatigue from 
strenuous exercise. 
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(b) Avoid sudden chilling such as would come 
from a plunge into extremely cold water 
on a very hot day. 

(c) Pay careful attention to personal cleanli- 
ness, such as thorough hand washing be- 
fore eating. Hygienic habits should always 
be observed. 

(d) If possible avoid tonsil and adenoid oper- 
ations during epidemics. Careful study has 
shown that such operations, when done dur- 
ing an epidemic, tend to increase the dan- 
ger of contracting infantile paralysis in its 
serious form. 

(e) Use the purest milk and water you can. 
Keep flies away from food. While the exact 
means of spread of the disease is not 
known, contaminated water and milk are al- 
ways dangerous and flies have repeatedly 
been shown to carry the infantile paralysis 
virus. 

(f) Do not swim in polluted water, 

(zg) Maintain community sanitation at a high 
level at all times. 

(h) Avoid all unnecessary contact with persons 
with any illness suspicious of infantile 
paralysis, 

5. Don’t become hysterical if cases do occur in 
your neighborhood. While infantile paralaysis is 
communicable or catching during any outbreak, 
there are many who have such a slight infection that 
there is no practical way of preventing the spread 
of the disease. But it is also reassuring to know 
that, of the many persons who become infected, few 
develop serious illness and that, with good care, the 
majority who are stricken will make a satisfactory 
recovery. Remember that although this is a fright- 
ful disease, needless fear and panic only cause more 
trouble. 

6. Attempts to stop the spread of the virus by 
closing places where people congregate have been 
uniformly unsuccessful. The resulting disturbance 
to community life is a disadvantage. Today there is 
no way by which the spread of infantile paralysis 
can be completely stopped. 

7. There is no known cure for infantile paralysis. 
Good medical care will prevent or correct some de- 
formities. But in about every fourth or fifth case 
there will be permanent paralysis that cannot be 
overcome. Do not believe those who for one reason 
or another promise to cure these cases. Be guided 
by sound medical advice if polio does strike in your 
family. 

8. In almost all the counties of the United States 
there are local Chapters of The National Founda- 
tion for Infantile Paralysis prepared to help health 
officers, doctors, nurses, hospitals and patients in 
every way possible. These Chapters stand ready to 
assist the entire community. Know your Chapter— 
ask its help if needed—and volunteer to help your 
Chapter so that it will be able to render the neces- 
sary services, 





Dr. Richardson With Squibb 

Dr. Arthur P. Richardson, Head of the Depart- 
ment of Pharmacology of the University of Ten- 
nessee, has been appointed Head of the Division of 
Pharmacology of the Squibb Institute for Medical 
Research, to become effective on October 1, 1944. 
Dr. Richardson will replace Dr. H. B. VanDyke, 
who has accepted the position as Head of the De- 
partment of Pharmacology, College of Physicians 
and Surgeons, Columbia University. 








NORTH CAROLINA 


AUXILIARY 


308 


A MESSAGE FROM THE PRESIDENT 

The Auxiliary to the Medical Society of 
the State of North Carolina is starting a 
new year, its twenty-third. It is not neces- 
sary to review again the accomplishments 
of this organization; they are numerous be- 
cause our past leaders have been women of 
courage, foresight and wisdom. As your 
leader for this year I pledge to you my loyal- 
ty, service and cooperation and am asking 
of you your friendship, good will and sin- 
cere cooperation in making this a success- 
ful year. 

Our country has been at war for over two 
years, and with the invasion of Europe we 
face even more difficult times. The changes 
and sacrifices brought about in our lives and 
homes are all too apparent. We realize as 
never before that the aims of the Woman’s 
Auxiliary have new importance in the 
scheme of things. The bond between our- 
selves and the American Medical Association 
has been strengthened as we have been called 
upon to shoulder a part of the responsibility 
of the medical profession. We as Auxiliary 
members and helpmates of our husbands 
are intensely conscious of the pressing tasks 
of service, but these tasks are willingly done 
because they are for the real benefit of our 
country and of our overworked doctors. 

Our new National President, Mrs. David 
W. Thomas, has sent greetings to our state 
auxiliary. In her letter she says: “Our chal- 
lenge as auxiliary members of the medical 
profession is to stand shoulder to shoulder, 
to help safeguard that profession. Just as 
modern warfare needs a good, strong home- 
front, so do we, and the challenge of the 
times will determine our future success as 
an organization.” We wish Mrs. Thomas 
every success this year and pledge our sup- 
port in maintaining that strong home front. 

To succeed in any undertaking the forces 
must be strong. Our membership increased 
noticeably last year, with 700 paid up mem- 
bers. To continue our philanthropic projects 
as in the past we need an even greater in- 
crease in membership. Our goal of a thous- 
and members is not just wishful thinking 
but can be accomplished with little effort if 
we put our heart in it. Mrs. K. B. Pace, our 
beloved president of last year, added five 
new county auxiliaries to our growing list, 
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and as organization chairman this year, she 
is now planning with the councilors to add 
others. 

The Bulletin, the official magazine of the 
National Auxiliary, offers many interesting 
articles by doctors and other informed per- 
sons giving valuable suggestions for use in 
our meetings. Every Board member is a sub- 
scriber, and it is our hope that every county 
president will also subscribe. Hygeia, as we 
all know, is the magazine published by the 
American Medical] Association for the public. 
From each subscription sold through the 
Auxiliary we receive a percentage commis. 
sion which goes to the McCain Endowment 
Fund. The McCain Bed at Sanatorium was 
our first project in helping to care for those 
confined to bed with tuberculosis. Later the 
Stevens Bed at Black Mountain was added 
as a project. At the Pinehurst Convention 
we were delighted to hear that the two pa- 
tients who had occupied these beds for sev- 
eral months had been dismissed. We are 
indeed proud of the part we have had in 
helping to restore to health a doctor and a 
nurse. We are very happy over the prospect 
of a third bed that we will have at the East- 
ern North Carolina Sanatorium in Wilson. 

During the past year there have been no 
calls on our Student Loan Fund. We remem- 
ber those we have helped in the past and 
know that we will have calls in the future. 
As part of our post-war planning, therefore, 
we must continue the growth of the Fund. 
By our affiliation with the Southern Medical 
Auxiliary we share in the Jane Todd Craw- 
ford Memorial Fund and in the joys of ob- 
serving Doctors’ Day. By our efforts in the 
War Participation Program we have had 
honorable mention from the National Board. 
May we strive to continue our 100 per cent 
participation in so worthy a project. 

We shall continue to concentrate on being 
informed regarding health education and we 
must be active in post-war planning to keep 
abreast of the problems of the medical asso- 
ciation. Our Program Chairman, Mrs. M. D. 
Hill of Raleigh, is preparing instructive sug- 
gestions for the county auxiliaries, and it is 
our hope that each county program chair- 
man will avail herself of this materia! and 
plan each meeting with care. The Advisory 
Council to the National Auxiliary has asked 
that we give our assistance in the recruiting 
of student nurses for the U. S. Cadet Nurse 
Corps. 
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To the staff of the NORTH CAROLINA MED- 
ICAL JOURNAL we send sincere greetings. It 
is indeed a privilege to have the Auxiliary 
transactions and articles printed so gener- 
ously. 

In a short while I hope to publish the com- 
pleted slate of the Executive Board, the 
Chairmen of Standing Committees and the 
Councilors. They have accepted their ap- 
pointments with good will and friendly co- 
operation and have expressed their wish to 
help in every way. I am confident that with 
their help continued progress will be ours. 

THELMA S. SAUNDERS 
Asheville 


BOOK REVIEWS 





The Psychology of Women. A Psychoana- 
lytic Interpretation. By Helene Deutsch, 
M.D., Associate Psychiatrist, Massachu- 
setts General Hospital; Lecturer, Boston 
Psycoanalytic Institute. Foreword by Stan- 
ley Cobb, M.D., Bullard Professor of Neuro- 
pathology, Harvard University. Volume 
one. 399 pages. Price, $4.50. New York: 
Grune and Stratton, Inc., 1944. 


This book represents the first of two volumes. 
It deals primarily with the psychological develop- 
ment of women from childhood to adult life and 
attempts to give the reader an understanding of 
this difficult and complicated subject. The second 
volume, which has not yet been published, will be 
concerned with the psychology of women during 
adult life and especially motherhood. Dr. Deutsch 
has tried to give a very thorough and extensive 
interpretation of female behavior in this book. She 
is especially fitted to discuss this subject because 
of her analytical training and large experience with 
women in various stations of life, as well as with 
neurotic, delinquent, and psychotic women. 

The psychological] development of women is traced 
and interpreted on the basis of what one can learn 
from pathological behavior. It is shown how the 
various stimuli which lead to abnormal behavior 
can occur in mild degrees in the normal development 
of emotional maturity in women at each stage, and 
the various factors which can contribute to or in- 
hibit psychological difficulties are discussed. The 
book is written in psychoanalytical language and 
much space is given to theoretical discussions. How- 
ever, the practical aspects are always kept in mind, 
and the volume provides the reader with a wealth 
of deep understanding of the emotional development 
of feminine psychology. The phases of childhood, 
puberty, and early adolescence are given particular 
attention, 

The book will be of value to the general practi- 
tioner who is interested in understanding some of 
his patients and their behavior and to the pediatri- 
cian, who by necessity has to deal with childhood 
behavior difficulties and who is continuously ap- 
proached by parents for advice in such matters. It 
is of special interest to those physicians dealing 
with neuropsychiatric aspects of medicine. It is also 
highly recommended to social workers and child 
guidance workers in every field. 
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The Treatment of Peptic Ulcer. Based Upon 
Ten Years’ Experience at the New York 
Hospital. By George J. Heuer, M.D., Pro- 
fessor of Surgery of Cornell University 
Medical College and Surgeon-in-Chief of 
the New York Hospital; assisted by Cran- 
ston Holman, M.D., Assistant Professor of 
Clinical Surgery, Cornell University Medi- 
cal College, and William A. Cooper, M.D., 
Assistant Professor of Clinical Surgery, 
Cornell University Medical College. 118 
pages. Price, $3.00. Philadelphia: J. B. Lip- 
pincott Company, 1944. 


This is a very compact publication, in which the 
medical and surgical treatments of peptic ulcer are 
well correlated. 

An honest attempt is made to evaluate, without 
prejudice, the end results of the different surgical 
procedures now most frequently used in the treat- 
ment of peptic ulcer. The conclusions drawn are 
based on sound reasoning and on the study of a 
large number of cases, followed over a sufficient 
period of time (ten years) to justify the decisions 
made. 

This volume should be quite interesting and help- 
ful not only to the surgeon but to all who are con- 
cerned with the treatment of peptic ulcer. 





Traumatic Injuries of Facial Bones. By 
John B. Erich, M.S., D.D.S., M.D., Consult- 
ant in Laryngology, Oral and Plastic Surg- 
ery at the Mayo Clinic, Assistant Professor 
of Plastic Surgery, The Mayo Foundation 
for Medical Education and Research, Grad- 
uate School, University of Minnesota; Dip- 
lomate of the American Board of Plastic 
Surgery; and Louie T. Austin, D.D.S., 
F.A.C.D., Head of Section on Dental Surg- 
ery at the Mayo Clinic. Associate Professor 
of Dental Surgery, The Mayo Foundation 
for Medical Education and Research, Grad- 
uate School, University of Minnesota, In 
collaboration with Bureau of Medicine and 
Surgery, U. S. Navy. 600 pages with 333 
illustrations. Price, $6.00. Philadelphia and 
London: W. B. Saunders Company, 1944. 


There has long been a need for an up-to-date 
atlas of treatment of injuries of the facial bones. 
This volume arrives at a time when sound knowl- 
edge in this field is most needed. The plan of the 
book is unique in that it is divided not only into 
chapters, but also into individual] problems as to 
specific types of injuries. Detailed discussion and 
illustrations of the methods of treatment are pre- 
sented. 

Chapters are devoted to genera] considerations in 
the care of injuries of facial bones, to fractures of 
the mandible, the maxilla, the malar bones, the nasa) 
bones and nasal septum, fractures of both jaws, 
multiple fractures of the facial bones, and defects 
of the facial bones which require bone grafts and 
restoration of contour. The last three chapters deal 
with the technical details of intra-oral and extra- 
oral wiring, the construction of plaster head caps 
and dental splints, and the application of a skeletal 
traction appliance of the authors’ design. 

This excellent book is recommended to all those 
surgeons who handle in any way injuries of the face, 
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The American Illustrated Medical Diction- 
ary. By W. A. Newman Dorland, A.M., 
M.D., F.A.C.S., Lieut.-Colonel, M.R.C., U.S. 
Army; Member of the Committee on 
Nomenclature and Classification of Dis- 
eases of the American Medical Association; 
Editor of “American Pocket Medica] Dic- 
tionary”. With the collaboration of E. C. L. 
Miller, M.D., Medica] College of Virginia. 
Twentieth Edition, revised and enlarged. 
1668 pages with 885 illustrations, including 
240 portraits. Plain, $7.00. Thumb-indexed, 
$7.50. Flexible and stiff binding. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1944. 


This twentieth edition of Dorland’s American II- 
lustrated Medical Dictionary maintains the eminence 
which this book has justifiably held in American 
medical literature. It is by far, in this reviewer’s 
opinion, the best available American medical dic- 
tionary. This new edition has been revised by the 
addition of many new words and terms, particularly 
those introduced as a result of new advances in 
medicine and as a result of the war. The terminol- 
ogy conforms to the standards of the American 
Medical Association and other scientific bodies. The 
pronunciation and etymology of words are given, 
with notes on the historical aspects, a description 
of signs and symptoms, medical portraits and bio- 
graphies and numerous other helpful additions which 
make the book a veritable one-volume encyclopedia 
of the terms used in modern medicine. The diction- 
ary also contains useful tables of doses, tests, re- 
actions, operations, anatomy, and so forth. To any 
practitioner not owning a recent edition of this 
dictionary, the book can be heartily recommended. 
It should be on the desk of ‘every physician, or on 
that of his secretary. 





The Management of Neurosyphilis. By 
Bernhard Dattner, M.D., Jur. D., Associate 
Clinical Professor of Neurology, New York 
University Medica] College; with the col- 
laboration of Evan W. Thomas, M.D., As- 
sistant Professor of Medicine and Assistant 
Professor of Dermatology and Syphilology, 
New York University Medical College; and 
Gertrude Wexler, M.D., Instructor in Derm- 
atology and Syphilology, New York Uni- 
versity Medical College. 398 pages. Price, 
$5.50. New York: Grune & Stratton, 1944. 


The author has made a long study of neuro- 
syphilis, and this monograph presents a summary 
of his findings over a period of years. 

The first hundred pages are devoted to a discus- 
sion of spinal fluid, with detailed descriptions of the 
various, itests and interpretations. It is around the 
spinal fluid findings that the author builds his meth- 
ods of treatment. The literature on all forms of 
fever therapy is reviewed; the summation and eval- 
uation of the foreign literature should be especially 
valuable to people working in this field. 

The discussions of malaria and malarial therapy 
are excellent. 

Unfortunately the paper is of poor quality, al- 
though some of the illustrations are printed on ex- 
cellent paper. 
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Safe Convoy: The Expectant Mother’s 
Handbook. By William J. Carrington, A.B., 
M.D., F.A.C.S., Attending Gynecologist, 
Atlantic City Hospital, Atlantic County 
Hospital for Nervous and Mental Diseases, 
Pine Rest Hospital, Atlantic City Municipal 
Hospital and Atlantic Shores Hospital; 
Diplomate, American Board of Obstetrics 
and Gynecology; Former Vice President, 
American Medical Association. 256 pages. 
Price, $2.50. Philadelphia: J. B. Lippincott 
Company, 1944. 


More than eight hundred years ago the faculty of 
the oldest medical school in Europe—at Salerno, 
Italy—presented Robert, Duke of Normandy (son 
of William the Conqueror), with a book written in 
verse for his guidance in medical matters. This 
was probably the first work of its kind in the world; 
but it was by no means the last. In more modern 
times Dr. L. Emmett Holt was perhaps the first 
ethical physician who attempted to translate medi- 
cal knowledge into everyday language. His Care 
and Feeding of Infants was the Bible of young 
mothers for more than a generation. After he 
blazed the trail, a succession of other books for the 
guidance of laymen followed, some good, some bad, 
some indifferent, 

Safe Convoy very definitely falls into the first 
class. Its author writes with the authority that 
comes from personal experience and first hand ob- 
servation. He avoids the Scylla of verbosity and 
the Charybdis of sketchiness. The prospective 
mother and father are told all they need to know 
about pregnancy from beginning to end. The final 
chapters deal with the feeding and common dis- 
orders of the infant. The book is written in such 
an easy, conversational style, flavored with humor 
throughout, that reading it is a pleasure. Further- 
more, there is nothing in it calculated to alarm the 
most apprehensive mind. On the other hand, num- 
erous old wives’ tales and superstitions are made 
harmless by ridicule. 

This book is recommended unreservedly as per- 
haps the most satisfactory one any doctor can place 
in the hands of his obstetric patients. It tells them 
just what the doctor would like to say if he had 
time and well organized information at his disposal. 





Virus Diseases in Man, Animal and Plant. 
By Gustav Seiffert. A survey and reports 
covering the major research work done dur- 
ing the last decade. 332 pages. Price, $5.00. 
New York: Philosophical Library, 1944. 


This book is a review of the literature of the 
past decade relating to virus diseases. The author 
has injected little critical comment. The book suffers 
greatly from a difficult and tortuous style, which 
has probably resulted from the translation by a non- 
medical worker. The editing has been poor and the 
book is not easily readable. Scarlet fever and whoop- 
ing cough are included among the possible virus 
diseases because of the occasional finding of inclu- 
sion-like bodies; this theory is not usually accepted. 
The later studies on the Gordon reaction to Hodg- 
kin’s disease, relating this to the presence of eosino- 
phils in the tissue injected, had not been reviewed 
by the author. One would gather from the section 
on rickettsial diseases that murine typhus does not 
occur north of Mexico, whereas it is probably wide- 
spread throughout the United States. 

The references are conveniently placed at the 
bottom of each page. They are predominantly from 
the foreign literature. 
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Technique in Trauma. Planned Timing in 
Treatment of Wounds Including Burns. 
From the Montreal General Hospital and 
McGill University. By Fraser B. Gurd, 
M.D., C. M. and F. Douglas Ackman, M.D., 
C.M. 68 pages. Price, $2.00. Philadelphia: 
J. B. Lippincott Company, 19444. 


This group of three excellent papers presents very 
accurately a large amount of valuable materia] con- 
cerning the management of the wounded patient. 
The results secured by the authors are excellent, 
and although some men may disagree with the 
specific measures used, all will agree with the com- 
mendable attention paid to the details of human 
physiology which the authors have followed in their 
techniques of treatment as well as in their reports. 

The excellent tables and illustrations, including 
three color plates, add greatly to the value of the 
book. 


The administration of the tuberculin test to chil- 
dren of all ages has been found of great value. 
Whenever a child reacts characteristically to tuber- 
culin there can be no doubt that he has had direct 
or indirect contact with a case of contagious tuber- 
culosis, and a search for such cases among reacting 
children’s adult associates is always profitable if 
carefully done, even if all sources are not found in 
this manner. Every child who reacts to tuberculin 
should have routine annual examinations when adult- 
hood is reached. J. A. Myers, M.D., Jour. A.M.A., 


Mar. 20, 1943. 
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Minor Surgery. A compilation of eighteen 
articles by as many authors. Edited by 
Humphrey Rolleston and Alan Moncrieff. 
174 pages. Price, $5.00. New York: The 
Philosophical Library, 1944. 


This book treats some aspects of a branch of 
surgery the existence of which is questioned by 
many competent men. The material that is pre- 
sented is handled neatly, but the book is too brief 
and the illustrations are inadequate. These criti- 
cisms apply particularly to the section dealing with 
varicose veins, It is impossible for this reviewer to 
agree with the pessimism of the author of the sec- 
tion on the hand concerning the poor results of the 
repair of severed flexor tendons in the sheaths. 

This book will probably be of value as a quick 
reference for general practitioners. 





The remarkable decrease in tuberculosis mortality, 
which resulted in lowering tuberculosis from one of 
first rank in numerica] importance to seventh, con- 
ceals the fact that this favorable situation does 
not hold for all age groups; from early childhood to 
age 35 it is still the first killer among diseases. Mor- 
tality from tuberculosis is highest in large cities, 
lowest in rural areas. The rate for males is consid- 
erably higher than for females and the disease is 
still much more fatal among the non-white races. 
J. Yerushalmy, H. E. Hilleboe, M.D., C. E. Palmer, 
M.D. Pub. Health Rep., Oct. 1, 1943. 
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He wont dodge thi 


The kid’Il be right there when his 
C.O. finally gives the signal... 

There'll be no time to think of 
better things to do with his life. The 
kid’s giving all he’s got, now! 

We’ve got to do the same. This is 
the time for us to throw in every- 
thing we’ve got. 

This is the time to dig out that 


r8 


A GY 
LOGR\ 


extra hundred bucks and spend it 
for Invasion Bonds. 

Or make it $200. Or $1000. Or 
$1,000,000. There’s no ceiling on 
this one! 

Make no mistake! The 5th War 
Loan is the biggest, the most vitally 
important financial effort of this 
whole war! 


AWA 


5” WAR LOAN 


a 


Back the Attrck/~ BUY MORE THAN BEFORE 


NORTH CAROLINA MEDICAL JOURNAL 


THIS IS AN OFFICIAL U. S. TREASURY ADVERTISEMENT—PREPARED UNDER AUSPICES OF 
TREASURY DEPARTMENT AND WAR ADVERTISING COUNCIL 





